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Preface 



''Preschoolers'' — those inquisitive, active little i-, 4-, 
and S-year-old children. Our future. 

The preschool years — or *Tormalive** years — are jusl that — formalivc. 
These children are learning much more than leuers and numbers. They are 
learning aboutfhemselves. "How does my bodywork?'* "Ilowfastcanlrun?" 
"What is it like to bf a cloud?" Questions like these are answered through their 
own experiences. "How high can I jump?" "Well, jump up and find out!" 

This monogrtiph is dedicated lo the individuals who give their time, effort, 
and love to our young |X)pulaiion. It is hoped that the information will assist 
parents, caregivers, preschool teachers, health care professionals, and teacher 
trainers. The purpose is lo help child-en have a happy, heiilthy, and safe 
childhood — and a sitirl to a bright future. 
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Current Status of 
Preschool Programs 



I 



Young Children: 
An Introduction 



Connie Jo Smith, Ed.S 

"Young children are not good sitters" 
— James L. Hymes, Jr. 

Ithough young children can sit for short periods, it is not natural for 



them. Their bodies are in motion and they need space and freedom 



Jl JLfor movement. Young children twist, turn, creep, crawl, climb, leap, 
jump, and run. Young children's movement occurs so frequently and naturally 
that we often make the mistake of assuming that physical development and 
positive health habits will also occur naturally and do not need guidance. Young 
children's minds are also naturally active and always questioning; however, we 
would not be as likely to assume that intellectual development will just happen 
and does not need guidance. 

According to Hymes (1981), young children are not good at sitting or at 
being quiet. Hymes also describes young children as being highly egoceniric, 
shy, hungry for stimulation, earthy, practical, and concrete minded. Hymes 
continues his description of young children stating that they want to feel proud, 
big,and important. The one description of youngchildren used by Hymes which 
is frequently forgotten by adults is that they are beginners. 

Hymes (1981) also points out that children are unique and have individual 
differences. Although there arc general characteristics of young children, it is 
important to respect their individuality. Young children have their own 
interests, abilities, learning styles, and personalities. 

Even though many would agree that generally children are not good at 
sitting and keeping quiet, it has only been recently that the field of early 
childhood education has had some agreement on how that information should 
influence the programs for young children, Developmentally Appropriate 
Practice in Early Childhood Programs Serving Children From Birth Through 
Age 8 (Bredekamp, 1987) is described by the National Association for the 
Education of Young Children (NAEYC) as a definitive work reflecting our 
profession's consensus of what are appropriate and inappropriate teaching 
practices for young children. Developmentally appropriate practice includes 
recognizing what children are naturally good at, such as exploring and moving. 




and building a program to meet their needs instead of expecting children to 
change. A developmentally appropriate curriculum for 3-year-olds emphasizes 
language, activity, and movement, with large muscle activity being a primary 
element (Bredekamp, 1987). Providing developmentally appropriate child 
care facilities becomes more important as the number of children enrolled in 
child care increases. One half of all preschool age children have mothers 
employed outside the home, reflecting that child care is a need. Ninety percent 
of women jx)lled at the end of 1989 rated child care as a very important issue 
(Children, 1990), Although the family is primary to children, additional child 
care and support services are necessary for America's children in today's 
society. 

Building a program to meet children's needs is growing more difficult as 
the needs continue to increase and become more complex. Thepreschool years 
have been identified as crucial years when significant learning occurs. Provid- 
ing quality experiences for young children would be challenging even if we did 
not consider poverty and health needs. However, poverty and health needs must 
be considered. 

In developmentally appropriate early childhood education programs, 
health education is essential. Health education in preschool should include a 
comprehensive approach, but may include single-topic curricula focusing on 
safety, nutrition, mental, dental, or physical health. Providing the opportunity 
and guidance for physical development in young children will not only 
contribute greatly to their health, but to their total development. 

According to Huriock (1972), the development of motor skills and body 
control is necessary for total development of each child. Huriock states that 
there is a significant relationship between motor development and the social and 
intellectual progress of children. Cratty's (1972) research indicates that skills 
such as running and jumping arc helpful to children in learning number and 
science concepts. The psychomotor, cognitive, and affective domains often 
overiap (Gallahue, 1975). 

In addition to selecting and utilizing a curriculum designed to teach young 
children a healthy life-style, there are many other staff responsibilities related 
to promoting health. Accurate health records must be kept to ensure that all 
immunizations are current and that staff are aware of any health conditions 
children may have. Records should be kept regarding administration of 
medicines, observations of potential health problems, and injuries. Records 
regarding the health of the staff members are also necessary for licensing 
requirements in many states. Staff members need to be prepared to handle 
medical emergencies and ill children. The physical environment must be clean 
and free of all hazardous materials. Children in centers for long periods should 
be server' nutritious meals and snacks. Many programs also includ:^ a parent 
involvement and education component providing health information and 
training to parents. 

Health and physical education are important elements of a young child's 
life in preschool and at home. Children of all income levels share some needs 
and a healthy start is one of them. In the Children's Defense Fund publication. 
Children 1990, alarming statistics remind us of the grave necessity to address 
children's poverty and health needs. Ten thousand American children die each 
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year because of poverty. There are 12 million poor children in America and 
most of them live with parents who work» often at minimum wage jobs. 
Children 1990 refers to a study of eight industrialized nations (United States, 
Switzerland, Sweden, Norway, West Germany, Canada, England, and Austra- 
lia) in which America had the highest poverty rate. 

Children are the poorest group in the United States society according to 
Children 1990 and a March 31, 1990 interim report from the National 
Commission on Children {Opening Doors, 1990). The interim report states that 
poverty is becoming more widespread. One in three urban children live in 
poverty. One in four rural children live in poverty. 

The interim report expresses concern that poor children in America have 
the most health problems and the least access to health care. Only about one 
half of the children eligible for medicaid are covered. Insurance costs contin ue 
to skyrocket and many families who do not have insurance provided as an 
employment benefit cannot afford to purchase coverage. Public health serv ices 
are unable to meet the health needs of the poor. Many rural areas are unable 
to attract and maintain health professionals. Many young children's basic 
health needs are not being met at home or by other support services. Although 
poor children have the most health problems, all children have basic health care 
needs. Many middle income parents may neglect their own and the health of 
their children due to leading a busy and highly stressed life-style. 

Health problems for preschool children often begin with lack of prenatal 
care. Each day in America, 689 babies are bom to women who have had 
inadequate prenatal care. And each day in America 2,795 teenagers get 
pregnant {Children, 1990). Teenagemothersoftenareunabletoprovideforthe 
financial and health needsof a baby. One-year-old American babies have lower 
immunization rates against polio than 1 -year-olds in 14 other countries. Polio 
immunization rates rank behind 480 other countries for American non-White 
babies. Thirteen out ol 1,000 babies die before their fifth birthday {Children, 
1990). 

Young children also sufferdrug-related health problems. Children's health 
problems due to parents* drug use during pregnancy are all too common. The 
children may also be subjected to violence, child abuse, and neglect resulting 
from parental substance abuse {Opening Doors, 1990). Substance abuse and 
child abuse and neglect are not limited to the poor: abuse crosses all income 
levels. 

Health problems for young children may occur due to homelessness. The 
Children's Defense Fund {Children, 1990) states that 100,000 American 
children are homeless. Lack of basic shelter and food creates an ongoing crisis 
for young children. 

As we reflect on childhood, we like to enjoy thoughts of carefree days and 
joyful times. These dreams arc not reality for many of our American children. 
Economic and social trends have changed the conditions of families and 
children. Many of our young children are at risk of academic failure because 
they have not had their basic needs» including health care, met {Opening Doors, 
1990). 

Preschool teachers and parents ^re frequently not experts in the area of 
health, yet are responsible for the health of young children. For the sake of 
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children it is necessary (hat presch(X)l educators and parents combine their 
knowledge of children with the health expertise of others. By gaining health- 
related knowledge adults can model and encourage positive health practices. 
Preschool programs can and should be designed to incorporate comprehensive 
health and physical education. 

This monograph includes information which is useful to parents, early 
childhood teachers, care givers, and trainers interested in increasing their 
knowledge of health and physical education. This monograph also is beneficial 
to health educators interested in increasing their knowledge related to young 
children. 

General information about children in our nation and the early childhood 
profession provides a foundation forthehealth andphysical education informa- 
tion in this monograph. The health, movement, and physical education chapters 
described below provide basic knowledge. ^'Educating Young Children About 
Health'' addresses why comprehensive preschool health education is important, 
identifies the content of health education for preschoolers, and provides tips 
about selecting appropriatccurriculum. '^Movement and Motor Development" 
stresses that movement serves as the basis for psychomotor, cognitive, and 
affective development. *'Dance in Early Childhood Education" shows us that 
creative dance reflects the life experiences of children. **Physical Activity of 
Young Children in Relation to Physical and Mental Health" reveals that up to 
50 percent of U.S. children do not get enough exercise. 

Several sections address the individual differences and needs of young 
children. *The Impact of Public Law 99-457 on Health, Physical Education. 
Recreation, and Dance" provides a brief summary of the law, its impact on 
preschoolers, and challenges to expect in implementation. **Preschool Children 
with Developmental Delays/Disabilities: Individual Differences and Integra- 
tion" discusses that 10-15 percent of America's population have problems 
severe enough to qualify for special education. "Motoric and Fitness Assess- 
ment" and **Health Assessment and Intervention Techniques for 3-, 4-, and 5- 
Year-Old Children" address the need for screening and different approaches. 

Some chapters relate to the preschool envu-onment. *'Health and Safety 
Education for Caregivers" summarizes a safety survey which reflects that 
health and safety issues are considered important by parents, caregivers, and 
directors. "Injury Prevention in the Child Care Setting" begins by telling us that 
accidents are the leading cause of death in young children in the United States. 
"Playground Management and Safety" provides valuable information to in- 
crease the safety of preschoolers on playgrounds. 

One chapter is "Health Promotion Through Parent Involvement in Eariy 
Childhood Education Programs." Many early childhood programs understand 
that involving parents in their children's education creates long-term effects. 
This approach may be a large part of the solution to the nation's massive health 
problems for children. 

The overwhelming problems and conditions that threaten children's health 
and well being have evolved over thecourse of time. Solutions will be complex 
and require a long-term, ongoing commitment from many. Although the 
readers of this monograph will not have the finances and time to address all 
health problems for all young children, the information can be used to make a 
difference in the health of many young children. 
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Early Childhood Education: 
The National Scene 



Margie R. Hanson, Ph.D. 
Introduction 

As we enter the decade of the 1 990s, one of the m ost dramatic changes in 
20th-century education is taking place with a focus on the preschool 
child. More than 30 states now have 4-year-olds in their public school 
programs. Somestatesareconsidering taking in3-year-olds. In a 1990 edition 
of Early Childhood Education and the Public Schools, the National Education 
Association urges states to mandate the availability of early childhood educa- 
tion programs in the public schools for all 3- and 4-year-olds by the year 2000. 



Causes/Concerns 

The changing demographics of the nation, to that of single parent homes 
and to that of both parents working, has caused the greatest impact on the early 
childhood public school programs. It has also created a need for more nursery 
schools and day-care facilities, affecting children from birth to 12 years. It has 
created a need for more infant and toddler care as well as demands for nursery 
school, day care, and prckindergarten public and private school programs. The 
effort extends to ages 10 to 12 with the need for after-school care for latchkey 
children. There are a variety of settings in which provisions are made for these 
children such as day care, home care, private nursery school, public nursery 
school, church programs, private studios, and Head Start. This chapter will 
focus on the special needs for 3- and 4-year-olds wherever they are. 

In addition to the changing societal patterns, increased knowledge about 
children and learning is influencing decisions to provide young children better 
and earlier meaningful experiences. The success of Head Start is now well 
documented; hard data are becoming more available on the effects of exercise 
on young children, the importance of bonding and social relationships, security 
needs of children, how children Icam, and the importance of the child's 
environment for exploring and developing. 



The World Scene 



There is also increasing concern about the plight of the children around the 
world. Witness the first World S ummit on Children attended by heads of state 
from more than 100 nations at the United Nations Educational, Scientific and 
Cultural Organization (UNESCO) in September 1990. The 1989 document. 
The Convention on the Rights of the CA/W (United Nations, 1990), plus tiie 
World Conference 0 n Education for All , held in Thailand in March 1990, served 
as basic information for the summit. The Convention on the Rights of the Child 
focuses on the survival, protection, and development of children. This treaty 
is comprised of 51 articles in which there is specific mention of the rights of 
children for physical activity, for healthy life, for play, and for culture and 
leisure activities to which the health, physical education, recreation, and dance 
professions contribute so vitally. At this writing, more than 70 countries have 
endorsed the treaty, and ratification is taking place rapidly with neariy 20 
countries, although not the United States, having signed. Ratification is not 
legally binding, but it is morally binding. 



National Initiatives 

In the United States, there have always been groups interested in the status 
of children; they have led the way to such federal legislation as the Child Care 
LaborLaws, Head Start Public Law #94-57, Children's Defense Fund, the Child 
Care Act, and others of sim ilar nature. These efforts have been directed mainly 
to the disadvantaged child. 

The primary organization promoting the education of young children, the 
National Association for the Education of Young Children (NAEYC), focusing 
on birth to age 8, has promoted, defined, and led the way for children's 
education. NAEYC has grown dramatically in the past 10 years from 30,000 
to 75,000 members. Other organizations concerned with young children 
include the Association for Childhood Education International ( ACEI) serving 
ages birth to 1 2, the S outhem Association on Children Under Six (S ACUS), and 
the National Head Start Association (HSA). 

The primary surge of interest by national associations serving other than 
early childhood began in 1988. At that time, the National Association of State 
Boards of Education (NASBE) united with National Association for (he 
Education of the Young Child (NAEYC) to name a blue-ribbon committee to 
hold regional hearings, to conduct a national survey of preschool needs, and to 
develop a common policy agenda for ages 3 through 8 in public schools. The 
resulting report, titled Right from the Start, is available from NASBE. The 
American Alliance for Health, Physical Education, Recreation and Dance 
(AAHPERD) made input at local hearings. 

The report from NASBE quickly energized several other national associa- 
tions. The Council of Chief State School Officers (CCSSO) in 1988 endorsed 
a comprehensive early childhood and family education plan calling for access 
for all children to prekindergartcn programs, public supported day care, and 
increased federal involvement for children at risk. Children at risk (poverty, 
disadvantaged, handicapped, separated families) have been the first targeted 
audience, but the intent is to serve all children as soon as funds are available. 
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In the fall of 1989, the NAEYC and early childhood specialists in state 
departments of education invited more than 30 major education associations to 
examine early childhood policy issues and to develop guidelines for cumculum 
and assessment for ages 3 through 8. In November 1989 the guidelines were 
endorsed, in principle, unanimously by all participating organizations. It was 
a historic agreement on a common policy for chUdren^s programs. 

The National Education Association began development of the publicauon 
Perspectives on Early Childhood Education (Felton, 1991), which includes 
AAHPERD-contributed chapters on health and on physical education, dance, 
and play. In addition, NEA is developing a series of 20 monographs on early 
childhood education to be available in 1992. In June 1990, the NEA published 
ai\o\\cy siSLi^mQUionEarlyChildhoodEducationandthePublicSchools^hich 

was endorsed by its board of directors. 

Federal initiatives include a National Commission on Children chaired by 
Jay Rockefeller III, which reported to Congress in March 1991 on the status of 
the nation's children. Added to all of these efforts. President George Bush 
called the Governor's Summit Conference on Education in February 1990, the 
first in United States history. Specific recommendations from that conference, 
set forth in goal statements, all relate to preschool in some way , but Goal #1 is 
most directly applicable. It states the following: 

By the year 2000, all children in America will start school ready to 
learn. To meet these goals, it is necessary to focus on prenatal care; 
parent education and health care, nutrition services for homeless,child 
care, Head Start, Home to School Transition. 



Summary of National Association Recommendations 

Throughout the policy and agenda statements issued since 1 988 there is an 
overwhelming consistency of stated beliefs and practices, which are as follows: 

• Provide devclopmentally appropriate curriculum. 

• Encourage "primary units^^ for sequential developmental comprehen- 
sive needs of childicn ages 3 to 8. 

• Consider this a continuous developmental unit 

• Make primary grades look more like preschool 

• Avoid tracking 

• Expand parental involvement; encourage family partnership with 
schools. 

• Develop comprehensive services including health and social services. 

• Prepare better assessment; less test-oriented; reject nonDative stan- 
dards; discourage standardized tests; develop optional ways of assess- 
ment such as observation/journals. 
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• Discourage retention. 

• Intervene early to reduce dropout rates. 

• Focus on young children at risk, now; expand to all as funds are 
available. 

• Be world oriented; capitalize on multicultural populations. 

• Move out of K through 12 configuration; include 3- and 4-year-olds. 

• Instill self-esteem and provide a sound base of experience, 

• Realize that a child's way of learning is play and exploration; 
experiential at his/her own pace. 



Controversy: Curriculum and Methods for Ages 3 to5 

In the public arena, there exists a controversy as to the focus of preschool 
education. There are those who believe preschool education should be 
academic or structured to get a leg up on learning; children should be learning 
numbers and letters and moving into formal reading readiness normally done 
in first grade. Anything that can be done to improve performance in these basics 
is appropriate curriculum. Such a classroom will have a lot of paper and pencil 
activities, more strict discipline and less physical activity. This emphasis is 
perpetuated by parents wanting to get their children into the "best schools" and 
to meet the myriad academic requirements that exist all the way up the school 
ladder. 

The overwhelming policy/agendaoftheeducation organizations is that the 
curriculum should be *'developmentally appropriate " which is quite different 
from a predetermined performance of *'How Ready Are You for Academia." 
This translates into developmcn tally appropriate activities — for any child to 
learn at his/her own pace according to his/her own capacity and interests, and 
to provide an intellectual, socially stimulating environment for that to happen. 
There is more hands-on activity, a less formal classroom, the arts and movement 
arc central to learning, parents are partners, and programs are tailored to the 
needs of children. An appropriately designed and changing environment is a 
key to motivation. 

The prevailing opinion of leading education organizations is to allow 
children to develop according to their maturational needs and abilities, not to 
force them to predetermined academic standards. The good news is that the 
importance of early childhood education is fully acknowledged. The task, now, 
is to implement for all. 



Implications for Health Education, Physical Education, 
Recreation, and Dance 

Early childhood educators have always believed (hat health education, 
play, vigorous physical activity, and opportunities in the arts are essential to the 
development of young children. The disciplines of health, physical education, 
recreation, and dance have agolden opportunity and an enormous responsibility 
to provide meaningful experiences for children. 

Physical educators are skilled at teaching children to leam to move better 
while early childhood educators believe wholeheartedly in learning by moving. 
There is areal opportunity to capitalize on botl) — learning to move and moving 
to leam. Since play is a child's way of learning, it is important that safe 
playgrounds be designed with appropriate type and size of equipment. The 
early years are golden years for developing motor skills essential to a lifetime 
of joyful physical activity. Everyday living provides myriad ways to help 
children develop essential health knowledge and health habits. Finally, the arts 
are central to a child * s leam ing. Music and visual arts get considerable attention 
in preschool, but leaders need to be encouraged to use the medium of creative 
dance for expressing ideas and feelings, for developing a sense of self-esteem, 
and simply to add to the joy of moving. 

Early childhood educators do provide these activities for children but they 
are eager for additional help and interpretation to make them more meaningful 
and developmentally appropriate. 

Watered-down primary programs are not acceptable for preschool. Cur- 
riculum must be designed specifically for the 3- and 4-year-old. Certainly the 
movement education and motor development models in physical education 
lend themselves nicely to meaningful activity. Children need to be free to move. 
Waiting in line, circle games with only two children moving, doing exercises 
on command, forcing a child to do something beyond his^er ability, and 
evaluating by testing are examples of inappropriate ways of working with 
young children. Key words and phrases such as self-esteem, assessment, 
observation, working according to one's ability, opportunities for all, skill 
development, individual challenges, socialization, and maximum activity all 
provide guidelines for planning children's activities. 



Cfmllenges to the Profession 

The early childhood boom was foreseen by a number of persons, but not 
to the extent of itsrapid growth. Todaymorethan45 percent ofall children have 
some form of early childhood education. With this sudden increase, sufficient 
teachers and leaders have not been prepared to work with this age group. 

Very few professional preparation institutions have done an adequate job 
of preparing teachers of elementary physical education, health education, 
dance education, and play leaders, and have barely entered the preschool field: 
therefore, in-service opportunities are essential . Different patterns of in-service 
need to be tried. The Physical Education Office of the Minnesota State 
Department of Education has developed a good working manual and ih taking 



workshops to the teaching, day-care, or nursery school site immediately after 
the children go home. They are having good success. 

Another form of in-service is the partial- orall-day workshopat locaKstate, 
regional, and national conventions. Specialized conferences are also in great 
demand, especially a one-day, drive-in conference at low cost. 

One of the greatest needs is the development of resource materials, both 
printed and audiovisual. These need to be practical, easy to administer, user- 
friendly, and meaningful. We must avoid the pitfall of gimmicks and watered- 
down elementary programs. 

Scholarly interchange between tea'^hers of dance, physical education, 
play, and health education and early childhood leaders, child development 
specialists, and administrators is essential. Throughout it all, keep in mind that 
the parent is a wonderful ally and can contribute immensely to make a program 
successful. 

It's an exciting time and an opportune time. We arc in on the ground floor 
and our profession can grow for the good of children with the whole eariy 
childhood thrust. 
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Introduction 

The importance of movement in the life of a young child has been 
established by physical educators and child development specialists 
(Boucher, 1988). Movement serves as the basis for psychomotor, 
cognitive, and affective development . It is necessary for norma" growth and for 
the development ofphysical fitness and basic motor skills. Movement may also 
enhance academic readiness. Through movement experiences, a child can 
develop self-confidence as well as an accurate concept of his/her capabilities. 
Motor development concerns the study of sequential, progressive changes in 
motor performance and the factors that influence these changes throughout the 
lifespan. Two of these factors—the principles of development and physical 
growth and development— are described in the following paragraphs. 



Principles of Development 

When studying the motor development of young children, it is important 
to consider the principles or trends of development. Familiarity with these 
principles of development enhances a teachef s understanding of how young 
children acquire motor skills and helps them have realistic expectations. The 
following section includes a discussion of four principles or trends: (a) 
directions of development, (b) gross to One movement, (c) the roles of 
maturation and learning, and (d) the sequence of development. 

Directions of Development 

Cephalocaudal and proximodistal describe the orderly and progressive 
directions in which growth and maturation proceed. The order in which a child 
gains control over his/her body demonstrates the cephalocaudal "head to tail" 
direction of development. That is, the head is controlled first, followed by the 
neck, trunk, hips, legs, and feet. The size of an infant's head in proportion to 
the rest of his/her body also demonstrates this need. The stiff leg cind flat foot 
walking technique used by a toddler shows the cephalocaudal direction as well. 
He/she can control the hips to swing the entire leg, but cannot yet control the 
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flexion and extension of the knee or ankle. A child throws with control before 
he/she kicks; this also illustrates the cephalocauda! direction of development 
(Payne & Issacs, 1987). 

The attainment of the skill of grasping points out the proximodistal/Trom 
tlie center or midline of the body to the periphery" direction of development. 
Initially, the infant controls the arm as a unit, followed by control of the hands, 
and eventually the fingers and thumb. This direction of development is also 
clear in the developimental progression of the skill of catching. A child catches 
a ball using his^er arms and body before using the hands and fingers in a "cup- 
like" fashion (WicksU'om, 1983). 

Gross to Fine Movements 

Cliildi'en gain control over the large (gross) muscles of the body followed 
by control over the smaller (fine) m uscles. Traditionally, motor skills have been 
categorized as either gross or fine. A more contemporary view is that few 
movements are totally one type or the other (Payne & Issacs, 1987) but rather 
combine movements of the large and small muscles. For example, the skill of 
throwing involves the use of the large muscles of the arm and shoulder as well 
as the smaller muscles in the hand and fingers. The large muscles are essential 
in producing the force of the throw while the small muscles are impoitant for 
the accuracy component of the throw. Therefore, if achild docs not have control 
of the small or fine muscles, the teacher should not expect the child to throw 
with accuracy. The emphasis for a child at this stage of development is on the 
large muscle component of the throw, i.e., force production. Therefore, large 
targets for throwing and striking activities are important. Large targets lessen 
the importance of small muscle control necessary for accuracy. 

Maturation and Learning 

A third principle or trend relates to the combined influence of maturation 
and learning upon motor development. Until a child is physically and 
cognitively mature enough to learn a skill, he/she does not benefit from 
instruction and practice of the skill (Gabbard, LeBlanc, & Lowy, 1987). 
Maturation implies that the neurological and physical development of the child 
is such that he/she is capableof performing the skill. There may be times when 
the child is physically ready to perform a skill, but does not have the cognitive 
ability to process the required information. For example, a 5-year-old boy has 
mastered the basic elements of the beginner swimming stroke and is ready to 
progress to a more advanced stroke such as the elementary back stroke. 
However, even though he is physically capable and ready for the skill, he is 
unable to process mentally the cross-lateral movements necessary. This results 
in frustration for both the child and the teacher. When a 4-year-old girl states 
"I know what to do but I just can't make my body do it!" she is communicating 
that she is cognitively aware of how to skip but is physically unable to put the 
movements together. 

Progressive and Sequential 

The fourth principle is that development is progressive and sequential in 
nature. All children follow a predictive, progressive sequence of development. 
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However, each child has a unique hereditary endowment and therefore moves 
through the sequence at his/her own rate (Hay wood» 1986). This principle 
applies to physical growth as well as motor skill development. It implies that 
not all children of the same chronological age are at the same point in the 
sequence of development and» therefore* are not necessarily ready for the same 
experiences. 

Physical Growth and Development 

Growth represents change in size while development represents a continu- 
ous process of change in function. In order to design appropriate movement 
experiences for young children, early childhood and physical education profes- 
sionals must understand the normal growth and development of the various 
systems of the body, such as the skeletal, muscular, and nervous systems. 
Changes in the skeletal and muscular systems result in height and weight 
changes. A brief description of the changes in height, weight, and body 
proportions that take place during early childhood and their relationship to 
motor development follows. For a more detailed description of growth and 
development over the lifespan, refer to Haywood (1986) and Payne and Issacs 
(1987). 

Height and Weight 

Preschool children have just completed a rapid growth spurt in height and 
weight during their first two years of life and are now experiencing a rather 
steady growth period. Gains in height are about 2.75 inches per year, while 
weight gains are approximately 4.5 pounds per year (Payne & Issacs, 1987). 
This period of steady growth is a good time to develop a wide variety of 
movement skills. 

Body Proportions 

The body proportions of the young child are much different from those of 
the older individual. This is due to the differences in degree and timing of the 
growth of various segments of the body (e.g., head, trunk, and legs). Because 
of this disproportionate growth, the center of gravity vaiies markedly during 
childhood. Young children carry a larger proportion of their weight in their 
upper bodies and are, therefore, "top heavy" (Payne & Issacs, 1987). This high 
center of gravity, coupled with a small base of support, results in typically poor 
balance among young children. Balance is an underlying influence of all motor 
skill development. Therefore, teachers must have realistic expectations for 
young children in terms of learning motor skills which rely on balance (e.g., 
running, kicking). 



Elements of Early Childhood Physical Education Programs 

Planned physical education experiences based upon an understanding of 
motor development and the developmental needs of children, should be an 
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integral part ofthe preschool curriculum. Such experiences provide appropriate 
activities to aid in promoting nonnal motor development. According to 
Grineski (1988, p. 92), there are five reasons that justify physical education 
programs for young children. Early childhood physical education programs (a) 
foster normal development through appropriate physical activity, (b) take 
advantage ofthe readiness of young children to develop and practice motor 
skills, (c) increase the potential that critical learning periods are not missed, (d) 
fulfill the need and desire of young children for movement, and (e) develop 
fundamental motor patterns. Thus, the purpose of early childhood physical 
education programs is to establish a foundation of movement awareness, 
fundamental movement patterns, and fitness. 

Developmental Characteristics 

The developmental characteristics of young children are of primary 
consideration when determining appropriate movement experiences for young 
children. 

• Preschool children have short attention spans. Therefore, the teacher/ 
leader must change activities often and keep sitting » id waiting to a 
minimum. 

• Binocular vision is developing slowly, therefore, hand-eye object 
handling experiences arc a must. 

• Young children arc egocentric in nature. Thus, individual and small 
group activities are more appropriate than large group activities. 

• Most young preschoolers do not have a dominant or preferred eye, 
hand, and foot for performing motor skills. It is important to provide 
experiences in using both sides of the body. For example, "kick with 
right and left foot," then **kick with the left foot." 

Hierarchy of Skill Development 

Figure 1, the Hierarchy of Skill Development, illustrates the progressive 
and sequential nature of motor skill development. Attainment of skills at each 
level ofthe hierarchy builds upon the skills learned at the previous level. 

Body management competency includes the aspects of body awareness 
and space awareness needed to control ones body in a changing environment. 
This includes being able to control the body while stationary and moving in a 
variety of positions such as upright or inverted, on the ground, and on various 
pieces of apparatus. 

Fundamental movement patterns (e.g., running, jumping, throwing, and 
catching) are those skills that serve as the building blocks forsport-related skills 
used in lead-up games during theclemcntary school grades. Specific sport skills 
are those skills used in regulation, individual, and team sports typical of middle 
and high school physical education programs. The spcciali/xd skill level ofthe 
hierarchy involves the refinement ofthe specific sport skills. 
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Figure 1 
Hierarchy of Skill Development 




A good foundation of body management and fundamental movement 
patterns is important for the development and refinement of specific and 
specialized sport skills. The example of a basketball player maneuvering past 
an opponent to make a lay-up shot illustrates the importance of this foundation. 
The successful player combines the body management competency of space 
av/areness and the fundamental skills of dodging, running, and hopping with the 
basic sport skill of shooting a basketball. 

Attainment and improvement of motor skills are not automatic. The extent 
to which an individual moves up the hierarchy depends upon the combined 
influence of innate ability (heredity) and opportunity (environment). Through 
successful, developmentally appropriate movement experiences, all children 
have the opportunity to develop skills at each level of the hierarchy 

Indications are that activity patterns develop during early elcmcntiiry 
school (McGinnis, 1987). Therefore, preschool children need the opportunity 
to experience a wide range of activities and develop a variety o f physical skills. 
A child chooses to participate only in the activities in which he/she feels 
competent and confident. Because the life-style of a child, once established, 
is difficult to change, early positive movement experiences are essential, A 
child who experiences success in a movement environment is more likely to 
develop a positive attitude toward movement which in turn may influence 
future movement behaviors. 

As stated by Roberton and Halverson (1977), a child who has not 
progressed beyond the initial skill level may enter into a cycle in which he/she 
feels poorly about his/her skill level and avoids the opportunity to participate 
in activities. The lack of participation prevents the child from improving his/ 
her skills and results in the development of a negative self-concept and attitude 
toward movement. 

Content Categories 

The following section describe*^ the content categories of the preschool 
motor development/physical education program. (See Figure 2.) These 
categories reflect levels one and two of the Hierarchy of Skill Development. 
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Figure 2 
Content Categories 



Movement Awareness 


Fundamental Motor Patterns 


Physical Fitness 


Kinesthetic Perception 


Locomotor 


Health-Related 


Body Awareness 
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Cardiovascular 


Space Awareness 


Jump 


Muscular Strength 


Laterality 


Leap 


and Endurance 


Directionality 


Hop 


Flexibility 


Balance 


Gallop 


Body composition 


Visual Perception 
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Depth Perception 


Skip 


Speed 
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Manipulative 


Agility 


Form Discrimination 


Throw 


Power 


Temporal Awareness 


Catch 


Coordination 


Synchrony 


Kick 




Rhythm 


Strike 




Sequence 


Bounce 




Eye-hand 


Roll 




Eye- fool 


Non locomotor 






(stability) 




Auditory Perception 


Twist/turn 




Figure-ground 


Bcnd/stiet-h 




Sound Localization 


Push/pull 




Temporal Auditory 


Swing/sway 





Perception 



Movement Awareness. As slated by Gabbard (1988), this category refers 
to elements of the perceptual-motor system that are necessary for movement 
efficiency and motor skill performance. This includes the aspects of kines- 
thetic, visual, temporal, and auditory perception that contribute to skill 
development and that are necessary for development of body management 
competency. Various authors classify the perceptual-motor components in 
different ways. In this paper, the terms perception and awareness are 
interchangeable. For a more thorough description of perceptuaJ-motor devel- 
opment components, refer to Haywood ( 1986). 

Kinesthetic perception is an awareness of the position of the body and its 
parts in space as well as movements of the body and body parts. This includes 
body awareness, space awareness, laterality, directionality, and balance. Body 
awareness refers to identifying and labeling the parts of th e body on oneself and 
others and making various body shapes. Space awareness, dn extension of body 
awareness, includes the spatial dimensions of up and down, front-back, and 
side. Side awareness, or laterality, (Haywood, 1986) is an awareness of the two 
sides to the body and that each side moves independently or in coordination with 
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the other side. Directionality, o^itn linked to laterality, is the ability to project 
the body's spatial dimensions into surrounding space (Haywood, 1986). Visual 
perception plays a dominate role in most skill development. Visual perception 
includes figure-ground discrimination, depth perception, form perception, and 
perception of movement. Figure-ground discrimination refers to being able to 
locate visually and distinguish an object from its background. Depthperception 
allows an individual to judge the distance from his/he; body to an object or 
surface. Form perception includes recognition of various shapes and sizes of 
objects. Perception of movement "involves the ability to detect and track a 
moving object with the eyes'' (Haywood, 1986, p. 177). 

Balance is also known as stability or body equilibrium. Integration of 
information from the kinesthetic, visual, and vestibular systems of the body 
help to maintain balance. It is an underiying ability that transcends most 
fundamental movement patterns. 

Temporal awareness, as stated by Gallahue (1982) and Gabbard et al. 
(1987), relates to the ''timing" mechanism in the body. This includes: (a) the 
ability of the body parts to work together smoothly {synchrony), (b) the ability 
of the body parts to work together smoothly to an imposed tempo (rhythm), (c) 
putting the actions of a skill in the proper order {sequence), and (d) combining 
synchrony, rhythm, and sequence in an integrated manner {eye-hand and eye- 
foot coordination). 

Auditory perception involves judging the location of sounds (sound 
localization) and attending to relevant sounds while ignoring others (figure- 
ground discrimination). Temporal auditory perception (Gabbard, 1988) 
involves the ability to perceive and discriminate variations of sounds presented 
in time. This aspect of movement awareness, combined with temporal 
awareness, allows an individual to move rhythmically to auditory stimuli. 

Fundamental Movement Patterns. As shown in Figure 2, fundamental 
movement patterns include three categories: locomotor, manipulative, and 
nonlocomotor. These patterns are the building blocks for future sport skill 
development (see the Hierarchy of Skill Development). Locomotor move- 
ments, the first group of fundamental patterns, involve these movements that 
transport the body from one location in space to another. Manipulative 
movements, the second group, involve projecting and receiving objects usually 
withthe hands,feet, ora small implement suchasabatorpaddle. Nonlocomotor 
movements, often referred to as stability, involve minimal change in the base 
of support. 

The fundamental movement patterns, especially those in the locomotor 
and manipulative categories, develop in a predictable, sequential fashion. Vast 
amounts of information are available about how a child progresses from using 
the initial form of the movement, such as outstretched arms in preparation to 
catch a ball, to the mature form with arms relaxed at the sides of the body. 
Anotherchapterofthis monograph presents moredetail on the development and 
assessment of fundamental skills. 

Fitness, Including fitness in early childhood physical education programs 
has received increased attention during the '80s. The major fitness emphasis 
for young children is to develop positive attitudes toward movement and thus 
encourage an active life-style. The focus is on positive fitness behaviors rather 
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than extensive fitness testing and training. The preschool years are important 
for Ihedeveloprnent of locomotor and manipulative skills used in activities that 
will in turn develop both health-related and skill-related physical fitness. 

Young children cannot perfonn most calisthenic exercises correctly. 
Therefore, such exercises are inappropriate. The development of fitness is 
enhanced through innovative and fun activities. Recommended activities 
include animal walks, climbing and hanging challenges, and continuous 
locomotor movements. 

Aquatics, The number of aquatic programs for young children has 
increased dramatically during the last two decades. In a recent article on 
contemporar}' trends in preschool aquatics, L-angendorfer (1990) describes the 
"gradual shift from teacher-centered methods of instruction toward more child- 
centered, developmental programs.'' This implies that young children should 
not be treated as miniature adults. As with fundamental motor pattenis, aquatic 
skills are sequential, progressive, and taught in a way that meets the develop- 
mental needs of the child. 



Activity and Equipment Selection 

Through the use of developmental task analysis (Herkowitz, 1978) and 
developmentally appropriate equipment and apparatus, teachers can design 
locomotor, manipulative, perceptual-motor, and fitness activities so that 
children of all skill levels can participate successfully. Developmentally 
designed activities ensure the progression and sequence of skill learning. 

Developmental Task Analysis 

Developmental task analysis (DTA) is a two-step process that (a) identifies 
the variables which influence and often limit motor skill acquisition and (b) 
designs sequentially ordered movement activities. This approach requires the 
teacher to consider all aspects of the learning environment and to determine the 
most appropriate activity for the child. DTA applies to all locomotor and 
manipulative skills. The following example involving catching illustrates the 
use of DTA. For a more complete explanation, refer to Herkowitz (1978). 

Two factors known to influence the catching ability of preschoolers are the 
size and speed of the object. Other factors include the weight of the object, 
speed of the catcher*s movements before the catch, the level the object is 
traveling, and the length of the implement used to catch. An analysis of these 
factors indicates that an object that is of moderate size (an 8-inch foam ball) is 
easier to catch with the hands than a small object (3-inch tennis ball) or a large 
object (12-inch playground ball). 

In addition, an object moving at a slow rate is easier to catch than a fast 
moving object. With this information, a sequence of catching activities ranging 
from simple to complex can be structured. For example, an 8-inch foam ball 
suspended on a rope can be swung to the child by the teacher, another child, or 
by himself/herself. This gives the child time to track the ball visually and grasp 
it with his/her hands. A more complex catching activity is to have the child use 
a plastic scoop to catch a tennis ball thrown by the teacher or a partner. 



Figure 3 

Factors Affecting Catching Performance 



Factors 



Simple — to — Complex 



Size of the object 
Weight of the object 
Movement of the catcher 
Movement of the object 
Type of implement 



Moderate — Large — Small 

Moderate — Light — Heavy 

None — Slow — Fast 

None — Slow — Fast 

None — Short handle — Long handle 



Developmentally Appropriate Equipment 

Developmentally appropriate equipment and apparatus are essential for a 
successful movement program for young children. A piece of equipment or 
apparatus is developmentally appropriate if it matches the characteristics, 
needs, and abilities of the children using it. Siedentop, Herkowitz, and Rink 
(1984) and Herkowitz (1978) offer various strategies in the selection and 
construction of equipment. 

The first strategy is to provide children with several pieces of equipment 
that are the same shape but of different size. For example, several sizes of balls 
should be available for use by children whose catching abilities range from 
unskilled to skilled. Vertical and horizontal ladders with rungs different 
distancesapartaccommodatechildrenofvariousheights and muscular strength 
and endurance levels. 

The second strategy is to provide equipment that children can adjust to 
accommodate their own developmental levels. Examples of this technique 
include (a) jumping standards that allow each child to raise or lower the cross- 
bar, (b) a batting tee with a length of radiator hose that the user raises or lowers 
to change the height of the supported ball, and (c) a ball attached to a length of 
rope that is adjusted by an inverted hangman's noose. 

Another strategy involves promoting force production in skills such as 
striking, kicking, and throwing through the use of large targets. Large targets 
at which to throw, strike, or kick an object lessen the need for highly accurate 
performances. Large targets encourage a child to throw , kick, or strike as hard 
as he/she can which in turn promotes the use of a more mature movement 
pattern. 

Commercial equipment companies now provide some equipment that is 
appropriate for young children. However, it is important to supplement this 
inventory with homemade equipment. For example, a typical commercially 
made target is a clown's face painted on a 2-foot x 3-foot square board with 3- 
inch holes representing the clown's eyes, nose, and mouth. A target of this 
nature encourages a child to toss or use a '*dart throwing'' motion rather than the 
full overarm throw with force. 
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Summary 

In summary, preschool motor development programs should reflect the 
principles and concepts stated earlier. The role of motor development in the 
total developmental process is too important to ignore or leave to chance. The 
design of developmentally appropriate programs are basic to the ne^ds and 
characteristics of the preschool child. 
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IV 



Physical Activity of Young Children 
in Relation to Physical 
and Mental Health 



Howard L. Taras, MD 
Introduction 

To most adults, children always appear to be on the go. Unfortunately, this 
is simply not the case (Simons-Morton, O' Hara, Simons-Morton, & 
Parcel, 1987). The level ofphysical fitness among the nation's children 
is in decline, with up to 50 percent of U.S. children not getting enough exercise. 
If this trend is to be reduced, efforts of the nation's educators and piu'cnts will 
have to be employed. Ideally, interventions and programs to incraisc physical 
activity should provide nothing but benefits for children's mental and physical 
health. However, interventions must be careful to avoid potential risks that 
could, paradoxically, produce a negative impact on either physical or mental 
health. This chapter descrilx?s objectives for children's physical activity 
programs and how to maximize a positive impact on health. 



Importance of Physical Fitness for Preschoolers 

The past decade's surge of interest in fitness has induced once-sedentary 
adults to include jogging, aerobic dance, and sport inlo their weekly routines. 
However, the transition from a sedentary toan active life-style has been difficult 
for many adults. This is because exercise is still not a natural part of many life- 
styles. 

Raising children with the attitude that physical activity is a necessary part 
of their life-style is a logical and plausible way of incorporating physical 
activity as a lifetime habit. Preschoolers naturally love to run. Jump, and climb 
and, given the opportunity, they need almost no encouragement. However, 
parents and preschool educators must provide them with opportunities. And 
since the natural urge to be physically active will wane in subsequent years, 
preschoolers should receive verbal praise foractivebehavior. In later years this 
will pay off as motivational dividends, that is, a positive attitude toward 
physical exertion. Physical activity can be taught to toddlers and preschoolers 
as something good in m uch the same way as hygienic and proper dietary habits 
are taught. The lure of sedentary activities like television and, more recently, 
video games have made piu'ents and child caretaker roles more challenging and 
more important (Taras, Sallis, Nader, & Nelson, 1989). 
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CuiTcnt enthusiasm for fitness among adults originates partly out of the 
desire for preventing arteriosclerosis (hardening of the arteries) and the 
subsequent development of strokes and heart disease. Evidence shows that the 
damage to blood vessels, which eventually causes adult heart disease, begins 
early in childhood (McGill, 1980). Children who are obese are more likely to 
become obese adults (Shapiro etal., 1984). Children with relatively high blood 
pressure responses tostressfulsituationsalsohaveabctterchanceof developing 
high blood pressure problems when they become adults (Parker ct al., 1984). 

Physicd fitness and exercise reduces obesity, lowers blood pressure, and 
tempers the damaging effects of lipids on blood vessels (Moffat & Gilliam, 
1979; Pollock, 1973). Because the process towards these diseases begins in 
childhood, an active life-style should begin in childhood as well (Gilliam, 
MacConnic, Gcenen, Pels, 8c Freedson, 1982; Sallis, 1987). 

To what extent physical activity during childhood will be successful in 
preventing other illnesses is not yet well understood. However, there is reason 
to speculate that physical activity throughout life, beginning in childhood, may 
reduce either the incidence or the severity of many stress-associated illnesses 
(Morgan, 1 979). Back pain, ulcers, diabetes, and many other physical ailments 
(Kraus & Raab, 1961) may also be seen less frequently in fit populations. 

Aside from health advantages of physical activity luid fitness which may 
occur years after childhood, there are certain benefits that develop much sooner. 
Children feel better and think better when their daily curriculum includes some 
stretching and some cxcrtive activities. Studies have suggested that children 
whoare physically fit tend to do better academically (Shepherd, 1982), In fact, 
in one study, a group of school-aged children who exercised daily in school 
performed much better acadcm ically, despite the substantial reduction of daily 
class time. Improved state of mind with daily exercise may also hold true for 
younger children in preschool and therefore may benefit cognitive skill 
objectives in a preschool curriculum. 

Another early benefit for physically active preschoolers is the emotional 
gain from the experience. The acquisition of motor skills helps young children 
avoid frustration. It has been shown that children have measurably increased 
self-esteem and an improved sense of accomplishment when physically active 
(Scefeldt, 1980). 



Preschool Physical Activity Program: Preparing the Child for 
Physical Exertion 

Truths and Myths 

It is important for preschool educators to distinguish what is truth from 
what is myth when preparing children for physical activity. There are no 
specific diets designed to prepare children for exertion. Wheat germ, brev/ers' 
yeast, and high protein diets will not prepare a child for physical activity more 
effectively than a typical well-rounded meal. Salt tablets are not necessary, no 
matterhowhotitisoutside. In fact, there isa potential for danger from salttablct 
ingestion, which may cause nausea, vomiting, and cellular dehydration in 
certain children (Nutrition Update, 1988). There is no reason to separate males 
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from females in sports programs until they have reached puberty. And, finally, 
children with almost any handicap can still participate in some physical 
activity. Children with special needs should not be restricted from physical 
exertion in general, but their activities should be selected judiciously. (Specif- 
ics on this can be found in Chapter VIII.) 

There are some th ings that can be done to prepare apreschooler for physical 
exertion. First, it is reasonable to have a physician perform an annual 
examination on all preschoolers. There may be precautions or medications 
specific to the child's health that aparent may not rememberor kno w to mention 
to the preschool staff. Second,policies and procedures forinjurypreventionand 
for first aid must be developed. (This is dealt with in detail in Chapter XIV.) 
Last,environmentaltemperatureandachild'sfluidstatusin relation to physical 
exertion should be considered as issues that require advanced preparation. 

Recognizing Heat-related Illness in the Exercising Child 

Young children are more prone to heat-related problems during exercise 
than any other group for a number of reasons (Rosenstein, 1988). First, small 
children have a relatively large amount of body surface area for their weight 
compared to adolescents and adults. Therefore, the heat in their environment 
is bound to have a more significant impact on their bcx3y temperature. Second, 
when exercising, small ch ildren 's odies produce more heat, pound for pound! 
than larger bodies. Third, young children have problems ridding their bodies of 
heat for a number of reasons, one of which is that they don't perspire as 
effectively as adults. Last, some youngsters lack the instinct to drink and 
replenish their fluids 

Heat exhaustion is the most common heat-related illness and is a result of 
both dehydration and high temperatures. Any combination of headache, 
irritability, weakness, cramps, nausea, vomiting, diarrhea, and mild disorien- 
tation may be signs of heat exhaustion. Sweating is often profuse. The 
measured body temperature, however, is normal. 

Heat stroke is a rarer and more serious response to heat. The body usually 
feels hot and dry and there is a high fever. Any of the symptoms of heat 
exhaustion may be present, and, in addition, the affectedchild will be extremely 
agitated and confused. In rare cases, seizures or coma are the first indications 
of this illness. 

Preventing Heat Stress in the Exercising Child 

Physical activity programs for preschoolers which take place during 
seasons with high outdoor temperatures must be planned in advance so that 
children are acclimatized to the heat before any exertive activities (Bar-Or, 
1983). This can be accomplished by organizing quiet activities outdoors for a 
few weeks. Frequent rest periods during exertive activities should also be built 
into the exercise program. 

It is important for children to drink fluids prior to physical exertion and to 
be encouraged to take perio^dic fluid breaks throughout the activity. The 
absence of thirst in children is not a trustworthy sign of good hydration, so 
drinking should be encouraged. Although water is a perfectly good fluid 
replacement, flavored drinks are sometimes more palatable to children and for 
this reason alone may be a better option. 



35 



Single-laycr» light-weight, light-colored, aJid absorbent clothing, as well 
as a hat, are advisable in warm weather. The excitement and goals of the game 
must never distract the supervising adult from observing for signs of dehydra- 
tion or from preventing it. 

Some children are at a higher risk for heat stress than others, and it is 
important to identify them. These are children with underlying illnesses, obese 
children, and mentally retarded children, who either don't understand or can't 
communicate their need for fluids. 

Medical consultation should always be sought for children with symptoms 
of heat exhaustion or heat stroke. While awaiting specific medical advice, take 
the heat-stressed child to a cool environment. If the child is adequately aware 
and capable of doing so, provide him or her with cool fluids (American 
Academy, 1982). Aphysicianmay suggest that you cover the child's body with 
ro\6, wet towels. 



The Role of Structure and Competition in the Preschool Physical 
Education Program 

Structure 

There is a great range in the structural nature of physical activities that are 
planned for young children. Highly structured games and sports are those that 
are devised, organizer?, and refcrced by adults. Many of these activities are not 
games played individually but with other children. These would include soccer 
games and other team sports. At the other end of the spectrum are free play 
activities, where children are active but without external structure. Adult 
involvement in free-play activities is, by dcunition, limited to protecting 
children's safety and providing space and stimulating toys. Parents and 
educators must understand thebenefits of structured and unstructured activities 
and be able to recognize when an overemphasis of one has been a problem. To 
understand the developmental considerations of structure in a preschooler's 
physical education program, it is useful to review the stages of life immediately 
before and after the preschool years. 

Prior to preschool, infants and toddlers naturally engage in unstructured 
free play. They have sufficient self-direction to excel at motor skill develop- 
ment (Rarick, 1 976). This assumes that the environment is stimulating and safe. 
Touching, holding, face to face contact, and safe toys (which do not include 
special equipment) is often all that is necessary for such an environment. 
Although structured programs are available for toddlers and infants, there is no 
data to suggest that such programs improve a child's motivation to learn or that 
theyprovideanybenefit for motorskill development or physical fitness. In fact 
the American Academy of Pediatrics recommends that the play environment 
for children prior to preschool be minimally structured (American Academy, 
1988). 

After preschool, the developmental stage of elementary school children is 
such that it necessitates structuring aportion of thephysical education program. 
Many children at this stage of life are no longer naturally motivated to develop 
their motor skills or to improve their level of strength and aerobic fitness 



(Shephard, 1982). Therefore, gaines and sports structured to include develop- 
ment of certain skills or designed to produce high output physical exertion are 
essential components of educational and recreational programs. Structured 
activities that involve more than one child Aso have the advantage of teaching 
children to interact and cooperate with each other. 

Preschool children are between these two stages. On the one hand, they are 
beginning to benefit from some attributes offered in structured physical 
activities. On the other hand, they are in danger of not enjoying themselves and 
losing their spontaneity and motivation for free play activities when there is too 
much structure or when it is not carefully planned (Holt-Hale, 1983). There is 
evidence in favor of having at least some structured physical activities for 
preschoolers. Children at this age have greai. individual differences in activity 
choices during free play. These differences are significantly associated with 
their performance in balance, visual motor control, running speed, and agility 
(Butcher & Eaton, 1989). Some groups, such as socially disadvantaged 
chiIdrcn,showfcwcrtcndencicstopIay(Sullon-Smilh, 1969). Thesameistruc 
for some cultural groups (McPhcrson, Guppy, & McKay, 1976). Certain 
structured activities, therefore, would be of benefit to those children whose free 
playintcrcstsarc not rich in "activc"gamc participation. Statistically, structure 
will benefit the physical fitness of female preschoolers more than males because 
girls tend to be less active during free play than boys (Butcher & Eaton, 1989). 

Despite the potential advantages of sUncturcd activities, preschool educa- 
tors must understand that free play should never be completely replaced by 
structured activities. It is probably best that free play remain one of the major 
components of any physical activity program for preschoolers. Free play is the 
natural learning medium of young children, and may well prove to be the best 
way to optimize self-esteem and enthusiasm for learning (Partridge, 1988). 

Setting Goals 

It is importanl that the preschool educator define the goals of an activity. 
It is also important to communicate to children that there are some components 
of sport where it is acceptable not to succeed (achieving or winning) and others 
where succeeding is important (trying and cooperating). 

Children older than 3 years are beyond the stage of solely parallel play with 
their peers. They have begun to develop the ability to interact with other 
children. Therefore, structuring physical activities that include other children 
in the game is appropriate. However preschoolers caimot be expected to be 
sophisticated in their interactions and social behaviors (for example, waiting 
on-j's turn, abiding by rules, sharing). These are goals of group activities 
children cannot be expected to have already mastered. 

Physical activities for preschoolers should also include motor skill devel- 
opment and/or increased endurance as goals. It is useful to include the child 
as a participant in the setting of these goals. This holds true for individual and 
group activities. There is evidence that some children have more self 
confidence when the goals for their performance lU'e not set solely by others 
(Schunk, 1985). Of course, adults have significant roles to play in helping 
preschoolers set these goals. 



Competition 

There are at least two categories of methods by which children are 
motivated to improve their physical performance. One is through conripetilion, 
where the child is focused on his or her performance relative to others. The other 
is through individual achievement, whereby the child tries to improve his or her 
own performance as compared to previous experience at a given task. There 
is no place for competition in a preschool setting. Children's idea of success 
should be directed away from being better than another child, and towards 
being the best one can. An approach that encourages intrinsic rewards is more 
likely to have lasting motivational ramifications. It is appropriate for adults to 
help preschoolers choose noncompetitive goals. Children should be rewarded 
for their efforts and not their abilities. It is not until the elementary school years 
that children develop a real ability to compare themselves to their peers 
(Putnam, 1987). 



Aggression: Is It Ever Alright? 

It is not news to anyone that coaches often use the pregame pep-talk to 
develop enthusiasm in their young athletes. A related and less controlled 
technique is used sometimes by parents to encourage their children (sons more 
often than daughters) to "be mean*' and, thereby be effective out on the playing 
field. Fortunately such adult sanctioning of childhood aggression is rarely 
encountered in a preschool environment. It is possible, however, that adults are 
sending subtle and indirect messages to children, that in effect are encouraging 
them to be aggressive. For example, in the popular children's game "Musical 
Chairs,'' a message that aggression is alright is perceived by some experts to be 
inherent in the game (Campbell, 1988). The activity consists of a situation 
where there is one fewer chair than there are children so that each child must 
fight to stay in the game. Although it is arguable whether playing this game 
really has any significant impact on children's aggressive tendencies, there is 
a point to be made here. Games that have no aggressive components as part of 
their structure will not carry the risks of inadvertently sanctioning aggression, 
whereas games that do have aggressive components carry some potential risk. 
Resources for educators who want new ideas for nonaggressive games that 
encourage fun and exercise are listed in the resource section of this chapter. 

Does this mean that preschoolers should never engage in rough play until 
they are older? No, not at all. Rough-and-tumble play is common and even 
healthy among preschoolers. It generally occurs during free play time (Blurton 
Jones, 1976). Children love chasing and being chased. Although rough-and- 
tumble play is easily confused with aggression, there are clear distinctions 
(Pellegrini, 1989). For one, aggression is never fun for children: rough-and- 
tumble play is. Victims of aggression seriously try to separate themselves from 
the situation. This is not the case with rough-and-tumble play. Aggression is 
unilateral — not reciprocal. Experienced preschool educators know that, very 
occasionally, rough-and-tumble play will lead to aggression. However this 
should not be a barrier to allowing some degree of "horsing around." The 
progression to aggression is most likely to occur with unpopular children who 
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have other behavioral problems. For the most part this behavior is rare. There 
are important cognitive developmental reasons why children engage in rough- 
and-tumble play. It provides an opportunity for children to meet certain social- 
affective needs (Pellegrini, 1989). Educators who learn to distinguish 
aggression from rough-and-tumble play will be better prepared to tolerate the 
latter in their playgrounds and play rooms. 
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Dance in Early 
Childhood Education 



Susan W. Stinson, Ed.D., with Teresa Benzwie, Ed.D., Roberta 
Pasternak, M.Ed., RDMT, Rae Pica, and Elsa Posey 

Take a look into an early childhood classroom where children are involved 
m dance education. The classroom furniture is pushed back, making a large 
open space Both hoys and girls are moving in the space. They are dressed in 
schoo I clothes . hut may not he wearing shoes. The teacher is accompanying the 
movement with voice, hand instrument, and/or recorded music, and is fully 
engaged m the activity. The children may be doing movement with the same 
name—such as galloping. Hoating, or melting, although each has his or her 
own variation of the movement. When they come to stillness, some are in high 
shapes, some low. some twisted, some angular. The teacher draws attention to 
their distinct personal choices, using descriptive language. The tenrher often 
presents challenges, asking "Can you find a way to...?" or "How can you do 
It differently? ^ 

There is something special about this movement—something hard to 
^scribe. There is a quality of concentration and awareness that is different 
from that observed in children moving in casual play or in an active game They 
are moving/thinking/feeling. They are learning. They are dancing. 

Introduction 

Dance has existed in every civilization since the beginning of human 
history, resultmg m a wide variety of dance forms. Because of this 
there are many meanings for the word dance. When thinking about 
dance m early childhood education, we will consider two meanings: dance as 
a way to learn, and dance as an art form, 

Dance as a Way to Learn about Oneself, Others, and the World 

Movement and sensory awareness are the ways through which youne 
children learn. For example, young children first learn how big a puddle is by 
running around it, or jumping over and into it, not by measuring it with a tape 
iTieasure. Similarly, they learn who they are by what they can dc^how high 
they can jump, how heavy they are when they land. Movement contributcslo 
the development of Ixjdy image, by stimulating nerve endings that communi- 
cate to the brain where one's body ends and the rest of the world begins 
Competence in movement also contributes to the child's self-esteem 
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Dance, because it involves both movement and sensory awareness, offers 
many opportunities to learn about oneself. Some of this learning relates to how 
one can move. Canyoutum your head all the way around? Can you shake your 
eyebrows? How can you fall down without a sound? How can you get higher 
when you jump? 

Learning about self in dance goes beyond where and how the body moves 
to include personal feelings. How do you feel when you make yourself large 
or small? Do you feel like bouncing or floating when you hear this music? Does 
sad feel fast or slow? Is mad a tight feeling or a floppy feeling? We also have 
feelings about how our bodies look, move, and feel. Children need to engage 
in activities that will help them like their bodies and what they can do; this 
includes children labeled overweight or impaired. Dance provides an oppor- 
tunity to build an identity— to learn that one can express ideas, opinions, and 
preferences; that one can be both strong and gentle; that one is worth paying 
attention to; that one has both limitations and strengths. 

Dance is also a way to learn about the world, because ideas for dance come 
not just from one's body but also from one's own experience in the world. Wc 
notice shapes — curvesand points, for example — in the classroom, in leaves, in 
houses — and then make curved and pointed shapes with our bodies. The 
suspension and fall of a wave, the sideways travel of a sand crab, the crackling 
of fire, and the drifting of smoke, all suggest possibilities for dance. 

In dance, the world around us includes other people, because dance is 
frequently a group activity. We learn how to respect and accommodate to the 
point of view of another, to share space, to wait for a turn, to lead and follow, 
to cooperate, and to support others. We also learn to respect one another, 
including physical and emotional boundaries, and to appreciate our similarities 
and differences. 

It is clear to most people that movement and sensory awareness contribute 
to psychomotor and affective learning; it is less obvious how they affect 
cognition. The work of Jean Piagct has provided valuable insight about how 
movement and sensory awareness affect thinking (Slinson, 1985). Piagct 
studied how children form symbols— and therefore language- by internalizing 
movement. For example, children move up and down before they know these 
words. Next, the words become associated with the movement and the 
accompanying body sensations; young children cannot think or talk about 
movement without doing it. Gradually the words begin to stand for the 
movement: the need to do the full movement disappears, and the movement 
gels smaller and smaller until it is no longer physically demonstrated. It still 
exists inside, even though it may be reduced to only a slight degree of muscular 
tension. Although we arc not always aware of it, we still use this internalized 
movement to think conceptually. Even Einstein (cited in North, 1973) noted 
that he made his discoveries initially through visual and kinesthetic images of 
movement: he saw or felt an idea first, and the words came later. 

Dance as an Art Form 

While dance is a way of moving and learning, it is also more than that— 
it is a form of art. Dance is like othcrarts in that it uses symbols to express ideas 
and feeling; these syinbols do not translate directly into everyday words, but 
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create or embody that which the artist wishes to communicate. Eich art is 
unique in the materials used to make it. The dance artist uses human movement. 

Of CvOurse, young children use movement every day to express ideas and 
feelings. They point to something they want» or may hit or throw something if 
angry. Ho wever Just using movement for expressing oneself does not make the 
movement dance. 

The most critical requirements for making expressive movement become 
art are intent* form, and awareness. Intent means that the movement is chosen 
by the dancer — not necessarily preplanned^but under the dancer's own control. 
Young children do not ordinarily plan their movement choices ahead of time, 
although certam parameters may be given before the dance begins. They 
usually create their dances as they go along, a process that diincers refer to as 
improvisation. Improvised movement is still chosen by the dancer — at the 
moment it is being created. 

The artistic form that a dancer or choreographer creates may be very 
complex. On the most basic level— that which is ap. ropriate for young 
children — dance form involves a beginning, middle, aiid end. Thus, the 
dancing is separate from not-dancing, and any one dance has a sense of 
wholeness. 

Aw'areness means sensing oneself moving. For example, walking may be 
used as dance movement, but the dancer senses the feet as they contact the floor, 
with lightness or strength, lingering or with quickness. This kind of awareness 
is the magic that transforms any particular movement into dance movement. 

Awareness in dance comes primarily from the kinesthetic sense, with the 
auditory sense and the visual sense also having an influence. The kinesthetic 
sense involves the nerve endings in joints and muscles. This sense tells us what 
our bodies are doing — even with eyes closed, we know if we are upside down 
or have an arm held out to the side. The auditory sense is used in dance to 
respond to soun d stimuli, including music, but is not essential; hearing impaired 
personscan also dance. The visual senseis used in watching othcrpeopledance. 
While dance education for older students includes creating group dances and 
increasing opportunities to watch others dance (in the classroom as well as in 
more formal settings), dance education for young children primarily involves 
each child dancing his/her own dance. Because of this, visuiilly impaired 
children can participate fully in dance classes in early childhood. Dance 
education for young children is primarily concerned with developing awareness 
of the self in motion and in stillness, using the kinesthetic sense. 

Art is widely recognized as involving both creativity and skill. To dance 
on the most basic level requires very little skill, making this art accessible to 
everyone. However, as in other arts, an increase in skill generates more 
possibilities,and inability todevelopone'sskills may result in frustration. Skill 
in dance includes movement skills, thinking skills, and social skills. Many of 
the skills involved in dance are also important in other parts of life — for 
example, how to use free orcontrolled movement when required, toadjust one's 
speed, to communicate an idea or feeling to someone without using words or 
even to pantomime. These skills are among those developed in dance classes 
for young children. 

Creativity, too, is important in other parts of our lives. While it is possible 
to dance using little if any creativity, by merely imitating another person, the 



incorporation of creativity greatly expands the possibilities for enhancing the 
art as well as the life of the individual. This is one reason that creative activity 
is always recommended in any educational dance setting. 

Moving with intent, form» and awareness, using skill and creativity, help 
dance to occur. However, thesecharacteristics are still not sufficient to describe 
all that happens when movement becomes art. The term aesthetic experience 
is often used to describe the most elusive ingredient. Aesthetic experience 
involves a number of characteristics, but most apparent is a sense of deep 
connection and engagement — so much so that we may lose track of time and 
space, feeling as though we are in "another worid." It is difficult to talk about 
such experiences, because the words do not seem to make sense in a conven- 
tional way. Children may or may not use words to let us know what such 
moments feel like to them. Sometimes they have no words to express thepower 
they feel, yet their deep involvement tells us that they have transcended the here 
and now. Sometimes they speak poetically, as did the 7-year-old who said that 
in her dance she felt quiet, like walking in the snow, but she was able to see the 
spaces between the snowflakes and was dancing there. One can nevermakesuch 
transcendent experiences happen. However, it is possible to facilitate aesthetic 
experience in dance education. It helps to approach movement and stillness 
with a sense of wonder — as something worth paying attention to, in the same 
way we pay attention to a delicate flower or a breathtaking waterfall or an 
interesting rock formation. 

In addition, if anyone is to become totally involved in a dance experience, 
the dance must feel like it is theirown. This implies that danceeducationshould 
be student-centered in the sense of incorporating and relating to the ideas and 
feelings of the students. Only then will they believe in their abilities lo 
experience both the skill and creativity inherent in quality dance education. 



Creative Dance 

There arc many ways to teach dance, and many kinds of dance to teach. 
Creative dance* is both a kind of dance and a way to teach, an open-ended 
approach which encourages flexible thinking, problem solving, and taking risks 
within a safe environment. It is the most developmentally appropriate form of 
dance for early childhood education, relating to the child and her or his worid 
in multiple ways. 

Creative Dance Uses the Child's Own Movement 

Creative dance uses movement children do every day — such as walking, 
running, galloping, shaking, turning, rolling— rather than special dance steps. 
However, it docs much more than give children opportunities to move; it also 
helps children become aware of their movement. Awareness facilitates a fuller 
development of movement quality and skills. Naming particular actions and 
adjectives that describe them help children learn verbal language as well. 

* The term creative movement is sometimes used instead of creative dance, because 
of objections by some individuals and groups who have different ideas about the 
definition of dancing. We prefer creative dance because it more clearly indicates that 
the movement goes beyond fmding ways of moving creatively to become an art fonn. 
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The everyday movements of creative dance are the foundation for dance 
steps that are used in specific styles such as modem dance, ballet, or tap dance, 
which may be appropriate for children ages 8 and older. Beginning study of 
specific dance styles earlier may hinder a child's creative development in 
dance. Creative dance is the appropriate beginning for those children who will 
eventually study a specific dance form. However, creative dance is important 
for all young children, regardless of their future plans involving dance. 

Creattve Dance Relates to the Life Experiences of Children 

Through themes and images, creative dance relates to the concrete life 
experiences of the child . For example, class themes may relate to the changing 
seasons; field trips to such places as an ethnic fcxKls store, a farm , or a post office; 
natural objects or events in the child's locale; animals they know; or special 
occasions that the children celebrate. Each theme is translated into movement 
concepts which generate movement activities. 

For example, children may observe leaves in the fall, particularly their 
shapes and the ways they move when they fall off the tree and get blown by the 
wind. With the guidance of the teacher, young children can then explore 
making shapes with curves, points, and holes, and find in themselves that which 
they share with leaves. They may explore suspending, floating, and drifting as 
ihcy travel through space and come to rest on the floor. They may explore the 
life cycle of the leaf, from its bud to its return to the earth . As another example, 
childj'cn might explore the kind of movement inherent in a variety of different 
toys. Mechanical toys, such as robots, have movement qualities quite different 
from the worid of nature. Simple toys, such as balls, balloons, tops, and rag 
dolls, also offerexciting movement possibilities (bouncing/rolling, expanding/ 
contracting, spinning, collapsing). 

The purpose of these experiences is for children to find their own 
movement possibilities, rather than imitating the teacher, and to develop 
awareness, finding connections with their world. Children bring their own 
world with them — their own family and their own culture — and these can be 
shared with others through dance. Creative dance is not an isolated activity 
within the curriculum. Connections are also facilitated through the use of 
pocti-y, pictures, sound and music, stories, and props. Children draw and/or 
write about Ihesame ideas they danceabout, facilitating an integrated, thematic 
curriculum. For example, an exploration of the movement involved in bread 
baking (sprinkling, stining, rising, punching) might be initiated or enhanced by 
a child whose parent bakes bread, a class baking experience, a trip to a bakery, 
ora story about a child in a bakery. Children might create a story ora painting, 
as well as a dance, in response. 

Creative Dance Incorporates Each Child's Ideas, Feelings, and Fantasies 
Creative dance makes a place for each child*s ideas, feelings, and fantasies. 
For example, children may be asked to find their own way to walk or their own 
shape in which to start. As a group, they may create a magic land where people 
can only travel backwards, or can move low and high but not in-between. They 
may be asked to make a large wiggle and then a very small one, and then to 
invent a creature that docs both, making its own wiggle dance, accompanied by 
a wiggling sound. S uch activities quickly go beyond the identified boundaries 
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of dance, as children create pictorial and sound representations or even make 
a play about the problems a **wigglc-ator" might encounter in the world. This 
may lead to a discussion of the difficulties some children experience in being 
different. 

Creative dance also gives validation to feelings and an opportunity to be 
expressive when words are not adequate. A child may find ways to translate 
feelings into a dance, perhaps loneliness from being left out, or joy about a 
birthday party. 



Movement Elements Used in Creative Dance 

The content of creative dance includes dance skills and concepts appropri- 
ate to the psychomotor, affective, and cognitive development of the students. 
Skills (what children can do) and concepts (what they know) are not entirely 
separate. In creative dance, a large number of skills and concepts revolve 
around what are usually referred to as the movement elements. While these 
elements may be categorized in a variety of ways, they include those listed 
below. 

The Body 

Basic body actions, 

• Some basic actions travel through space, such as run, walk, gallop, 
and skip. A term often used to describe these actions is locomotor: 
young children may Icam them as "traveling" movement or 
movement that *'goes somewhere.'' 

• Some basic actions stay in one place, such as bend, twist, stretch, 
or shake. These actions may use the whole tody or particular body 
parts. (We can shake one arm orthc wholebody.) Atcrm often used 
to describe these actions is nonlocomoior or axial\ children may 
Icjirn to describe them as movement that "stays home/' 

• Some action words actually refer to stopping the action, such as 
freeze, stop, and perch. Learning to stop one's own body is as 
important as moving. 

Body shape. Examples of body shape include big and small, curved and 
pointed, curled and stretched. Some shapes have holes, which dancers refer to 

as negative space. 

Space 

Space as a movement clement has to do with where the body moves. 
Place 

• Personal space is the space which the dancer occupies in moving. 
It is sometimes helpful to imagine personal space as a "space 
bubble*' around oneself. 

• Shared space is the open space not being occupied, into which any 
dancer can travel. 



Direction. Direction may refer to the room (moving towards the front, 
back, side, or corner) or to the dancer's body (moving forward, backward, 
sideways, diagonally). 

Level, The element of level refers to movement that occurs in low space 
(closeto the floor, such as slithering), high space (such as walking tail, tiptoeing, 
and leaping), or in the nniddle. 

Range or Size. Movement may be large (taking up a lot of space) or small 
(taking up very little space) or in-between. 

Pathway. Pathways may be created on the floor,as when running in a figure 
eight pattern. They may also be created in the air, as when the whole body goes 
up and down to make a zigzag pattern while traveling, or the arm draws a circle 
to create a circular pathway. 

Time 

Speed , The speed of a movement may be fast or slow or in-between, and 
may be even (steady) or uneven. 

Duration, Duration in dance refers to how long a movement lasts (a short 
time, a long time, or in-bctwcen.) 

Rhythm, Rhythm in dance refers to the arrangement of short and long 
movements to create patterns. Young children can identify clear and simple 
rhythm patterns that they hear and reproduce them in movement. 

Energy 

Tension. Movement may be tight and hard or soft and relaxed or 
somewhere in-between. 

Force, Movement may be strong and forceful or light and gentle or 
somewhere in-between. 

Relationship 

As we move, we may create relationships between body parts or with other 
dancers or objects in the space. For example, we may move toward or away 
from, around, over, or under; we may use similar or different degrees of speed 
or force; we may mirror or shadow the movement of another. We also create 
relationships by using focus, that is, by looking at something. Relationship may 
also refer to the way we interpret other ideas in movement, such as when we 
move as though blown by the wind or as though we were walking in molasses, 
or take on the shape of an object as our own. 

Variations of natural movement are created through use of the movement 
elements. As children are developing a movement vocabulary dealing with 
these elements, they are also developing their verbal vocabulary. The words 
lake on meaning for children through the concrete experiences involved in 
creative dance. These early experiences and the vocabulary that arises from 
them lay the groundwork for later experiences in abstract thinking, in dance, 
abstract thinking includes analyzing dance and discussing it crilically. 

However, movement elements alone are insufficient to malre dance. It is 
what we do with movement that turns it into dance. In creative dance, children 
use the movement elements in a creative/expressive way, with intent, aware- 
ness, and form, using their own creativity and skills, making their own dance. 
This transformation happens because of how the dance content is taught. 
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Methodology 



A creative dance class is more than a collection of movement activities; it 
forms an aesthetic whole similar to the way a work of art is an aesthetic whole. 
A theme and an underlying structure are necessary to make the class a whole. 
The theme in early childhood classes comes from the child's world or is 
something the particular group of young children care about, such as dinosaurs, 
butterflies, or birthdays. This use of theme allows creative dance to be fully 
integrated within Iheearly childhood curriculum; the theme itself then becomes 
part of the learning content. 

The Class Structure 

It is the teacher who creates the structure for creative dance, and the 
children who elaborate upon it. It is the teacher's job to help the children' s ideas 
work as dance. A basic outline for the structure consists of four steps (the 
examples given relate to a theme of thunderstorms, which might be part of a 
larger classroom unit on weather): 

• Based on the theme, the teacher cither presents an idea for dance 
(such as clouds), or elicits an idea from children ("What do you see 
in the sky before a thunderstorm?*' "What are clouds like?'* "Arc 
they soft like cotton or hard like blocks?") Using the contributions 
from children, the teacher translates the idea into movement terms. 
For example, if children say "Clouds are puffy," the teacher might 
ask if the children can make soft curved (i.e., puffy) body shapes. 

• Guided by the teacher, the children explore the idea and discover 
its possibilities in movement. The teacher may suggest possibili- 
ties. ("Can you make a curved shape with your mouth? How can 
your arm curve?") However, the goal is to encourage children to 
generate their own possibilities. The teacher affirms and accepts 
the possibilities offered by the children, because all solutions arc 
correct. The teacher can extend the possibilities of the children's 
movement ideas, helping them beyond the first level of response. 
("Karen is making a low curve. Try making low curves and high 

ones. Jose is letting his curve float Can you let your curve float 

to a new spot? What happens when your cloud shape meets another 
cloud shape? Find ways to move softly over or under someone 
else's shape.") Pointing out different examples helps children to 
appreciate each other's work and to value similarities and differ- 
ences. 

• Using the children's ideas, the teacher structures or forms a dance 
with the children. A dance hasa 'oeginning, a middle (which usually 
changes or evolves in some way), and an end. (For example, "Start 
in a soft curved shape on your home spot, float to a new spot and 
make another curved shape, float back to your home spot and freeze 
in another soft curved shape.") With more experience, children 
become able to structure their own dances. 
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• The children do their dance one or more times. This stage of doing 
involves full energy and concentration. Young children may share 
their dances with each other. (Dancing on a stage for a formal 
audience is inappropriate for young children.) 

Children also learn how to be a good audience during the early childhood 
period, as they informally share iheir dances with each other. They learn to 
watch each other with attention and respect. Through modeling and skillful 
questioning by the teacher, they also begin giving verbal response in respectful 
ways. ("I liked the part when Keisha floated down and rolled over and came 
up, without ever stopping her movement; it looked smooth. Tell me one 
moment in the dance that you especially noticed.") 

This basic class structure is adapted according to the age and developmen- 
tal level of the child. For 3- lo 4-year-olds, the class consists of a number of 
different ideas related to the theme, each explored individually, because 
children this age can deal with one concept at a time. The next dance might be 
about lightning, using angular shapes that change suddenly. Another dance 
might be about rain falling lightly or with strength, translated into light and 
strong running steps. 

For 5- to 6-year-olds, there will be fewer dances within each class, but there 
will be two to three ideas within each dance. (A single dance might start with 
soft curved shapes traveling across the floor, then freezing into stillness^ getting 
tighter and tighter and then exploding into a scries of sudden angular shape 
changes.) By the time children are 7- to 8-years-old, they will be able to build 
to one dance by the end of the session, incorporating more skills and concepts. 
Children ages 7 and 8, especially those who have danced for a year or more, may 
respond to their dances and the dances of classmates with particular sugges- 
tions, and then may revise their dances. They may also create or learn dances 
which can be repeated. 

To the basic structure outlined above, the teacher adds transitions from the 
previous activity and into the activity that will follow the dance session. Many 
teachers use a warm-up as a part of the initial transition, although active young 
children do not need the kind of warm-up necessary for adult bodies. Many 
teachers use relaxation at the end of a dance session before beginning another 
activity. 

A varictyofskillsand concepts is included within each session; eventually, 
all are included. Rather than only learning one at a time, and staying with it until 
perfected, children return again and again to traveling in different ways, making 
their own shapes, changing their speed and their pathway and iheir force, 
gradually increasing their understanding, and refining their skills. 

The Class Environment 

In order for this structure to work to create dance, a positive environment 
must exist in the classroom — one in which the child feels affirmed, nurtured, 
and safe enough to take tiie risks necessary to explore, create, and learn. 
Establishing this kind of environment involves the same considerations that are 
necessary for learning to occur in the early childhood classroom in general, with 
slight modifications for dance. These include a safe environment and a 
supportive relationship. 




Assuring a Safe and Orderiy Environment An open space free from 
hazards, and large enough for the given group of young children to move 
without collisions, is a necessity. The number of children that can be taught in 
one group depends on the developmental level of the children. 

Since young children may have difficulty understanding rules, it is most 
helpful to limit rules to those that are absolutely necessar>' and to enforce them 
consistently. Children need to learn to respect Ihepersonal space of others (i.e., 
avoid collisions) and the feelings of others (i.e., don't make fun of others) and 
to stay inside the boundaries of the dance space if the whole room is not being 
used. They also need to learn to respond to a certain signal that means "stop, 
look, and listen.'' With guidance from the teacher, groups of children may 
generate some of their own Tu'.^s. 

A high level of noise usually blocks aesthetic experience. Yet young 
children need to talk to develop language skills, and constant demands to "be 
quiet'' are not satisfying to anyone. Use of quiet music and quiet voices are 
helpful. It is also effective to teach children that there are appropriate times and 
places to make sound and to make silence, and to cultivate an appreciation for 
the magical quality of silence. 

A safe environment also means appropriate attire, such as clothing that 
allows for freedom of movement. Bare feet are preferable to shoes or sneakers, 
both for purposes of safety and sensory awareness. If children are uncomfort- 
able removing shoes, it is wise for teachers to be sensitive to reasons and not 
force the issue with young children; psychological safety is also important. 
However, it is unsafe for children to wear socks or tights without shoes unless 
they are on a nonslippcry carpeted surface. 

To facilitate an orderly environment, the teacher has all necessary mate- 
rials (such as music and props) ready and easily accessible. This will help 
minimize wait time, which youngchildren will find other ways to fill, often with 
disruptive activity. 

The teacher should reinforce appropriate behavior, with expectations 
geared to thede velopmental levcl(s) of the children. All participants (adultsand 
children) need to treat each other with respect; this includes disruptive children. 

It is helpful for the teacher to allow for different levels and types of 
participation, particularly in ihc case of 3- to 5-year-olds. The options range 
from very limited participation (observation only) to being fully active. 
Children who are not yet ready to participate in the group activity often absorb 
a great deal by watching. The physical environment needs to provide a place 
for children to watch without distracting others, and the teacher needs to invite 
participation without forcing it. 

Building a Supportive Relationship, It is important for the teacher to have 
a personal connection with each child. This means that, in cases where there 
is a specialist teaching dance, the schedule allows the teacher to have sufficient 
contact with each group so that he/she can ki:jw each child, including the 
child's njune. 

It is necessary for the teacher to use language and present activities which 
are developmentally appropriate and are inclusive in terms of race, gender, 
culture, and other differences. In order to help children appreciate both 
individuality and community, both differences and similarities need to be 
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celebrated. These include physical similariaes and differences as well as ideas 
thataredifferentorrelated. Both the distinctly individual responses of children 
and those that connect them to others can be encouraged verbally and 
non verbally . Descriptive comparisons are usually preferable to those that invite 
competition. (Forexample/'Kenteismakingawide shape; Kim's shape is very 
small" instead of "Good shape, James" or "Maria had the highest jump.") 

The relationship between the teacher, the children, and the subject matter 
is further enhanced by the teacher's full and active participation. This does not 
mean demonstrating for puiposes of imitation; it does mean adding energy to 
the experience by using voice and body (including facial expression) to reflect 
the movement qualities desired. For example, the teacher's use of a soft voice 
helps children achieve lightness; using a strong body stance and voice helps 
children find their own strength. 



Summary 

These guidelines represent only a beginning for thinking about dance in 
early childhood education. They were adapted from a longer document. Guide 
to Creative Dance for the Young C/?/W(SUnson, 1990). Readers interested in 
implementing a dance program for young children are invited to consult this 
document and the references it includes. 
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VI 



Educating Young Children 
About Health 



David M. Maciina, Ph.D. 
Introduction 

In considering the best approaches to health education for young children, it 
is important to first define health education. This will help more accurately 
identify what constitutes health education in preschool, what health educa- 
tion can accomplish, and what types of health education resources are best. 

Health education is a designed combination of methods which facilitates 
voluntary adoptions of behavior conducive to health (Green & Kreuter, 1991). 
In other words, health education is a planned attempt to help another make 
sound health decisions. This may apply to several areas, including diet, 
exercise, safety, and many other personal health topics. With preschool 
children, as with otherage groups, health education is focused upon influencing 
the individual's beliefs that he/she can do things to be healthier now and in the 
future. 

Many of the concerns of health education apply across the age groups. As 
in educating adults for health, education for preschoolers needs to deal with 
issues which are relevant and presented in terms which are understandable. We 
should note that in deciding upon important health issues such as what to eat, 
that the individual's cultural background may play an im , ortant role in defining 
proper and expected behavior. Similarly, socioeconomic status may impose 
limitations in putting recommended health knowledge into practice. For 
example, one might question the value of teaching children the importance of 
car safety restraints if their families cannot afford a car seat or a car which has 
seat belts. 



Why Preschool Health Education Is Important 

A frequent question of preschool education is what can we really accom- 
plish at this early age and developmental level? Educating adolescents about 
the health hazards of smoking seems logical in terms of the health decisions 
which they make, but is this as reasonable for preschoolers? Can we really 
expect that early health education can be beneficial? 
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Consider what health education research suggests concerning the impact 
of health education on children, particularly those of preschool age. Health 
education research notes that comprehensive and systematic health education 
for children has a positive impact in several areas of health behavior. These 
areas include diet, exercise, d^g taking, and safety and accident prevention. A 
recent study found significant differences in knowledge, attitudes, and behav- 
iors among elementary school children who experienced a comprehensive 
health education program beginning in *'mdergarten versus those not exposed 
to such a program (Metropolitan Life, 1989). 

Several researchers have noted specifically the benefits of health education 
for preschool children. Gochman (1976) notes the preschool years as a time 
conducive to promoting changes in health beliefs. McCormick (1976) stresses 
that the 2- to 3-year age group is a prime age for health education to begin, 
particularly due to the fact that preschool personnel have access to both young 
children and their parents. Studies show preschool age children are able to grasp 
basic health concepts such as contagion and spread of disease (Siegal, 1988). 
However, other researchers note that young children have difficulty under- 
standing the idea of health and disease causation (Byler, Lewis, & Totnak, 
1969). 

The belief that it is easier to encourage healthy habits during initial 
behavior development than to alter existing health behaviors is repeatedly noted 
by health education specialists (Vance, 1973). An additional benefit of health 
education among preschoolers is the potential to improve health knowledge, 
attitudes, and behaviors of parents and program staff (Hendricks, Echols, & 
Nelson, 1989). Several additional studies indicate that the preschool years are 
critical in relationship to learning and the formation of behaviorpattems. Some 
authors have concluded that health education programs in preschool can 
enhance the interaction between health care providers, parents, and the 
preschooler (Hanson & Lcvine, 1980). 



Content of Preschool Health Education 

Let us examine the alternative structures of health education offerings in 
schools. This is important when selecting the program which might be offered 
and its implications in terms of time, cost* and potential effectiveness. There 
arc four general approaches to structuring health education in a school 
environment: (a) specific problem/topic orientation, (b) body systems ap- 
proach, (c) content area, and (d) conceptual approach. 

Specific Problem/Topic Orientation 

The perceived need for health education often focuses on specific problem/ 
topic areas such as drug use prevention, fire safety, or smoking. The content 
development of preschool health education programs has paralleled to some 
degree the evolution of elementary and secondary health education programs. 
Many health education programs initiated in schools have been generated in 
response to current topical health problems of concern. These programs are 
often developed in the hopes that education interventions will help to combat 



a problem of immediate concem. For example, the current proliferation of 
AIDS education and drug education efforts reflects the trust and expectations 
which society has for education for health. Within preschools as well, one can 
find health education programs and resources offered which are specific health 
topic/problem oriented. However, health education as a specific topic/ 
problem-oriented program is limited in its effectiveness to influence health 
behavior and health decision making. Specific health problems and behaviors 
of concern are more effectively approached when covered in a comprehensive 
health education curriculum. This comprehensiveapproach to health education 
necessitates a planned systematic curriculum. The comprehensive approach 
attempts to integrate property the scope and sequence of the curriculum . These 
terms refer to the variety and depth of material presented (scope) and the proper 
order of presentation (sequence). 

Body Systems Approach 

A second basic approach for a health education program is to focus upon 
the structure and care of the human body. This so-called "body systems" 
approach usually focuses on a separate body system at selected grade levels. 
This design features one body system at a time while attempting to show how 
each system is interrelated. This structure served as the framework for the 
Primary Grades Curriculum Project ( 1 980) and the School Health Curriculum 
Project (1977), as well as for the subsequently developed Growing Healthy 
(1985) program. 

Content Area Approach 

Traditional school hci^th education areas of study tend to be structured 
around broad content arca5 . While the specific areas may vary somewhat, the 
basic content divisions usually include: 

• Personal Hcahh 

• Family Health 

• Nutrition 

• Mental and Emotional Health 

• Use and Misuse of Substances 

• Prevention and Control of Disease 

• Community Health 

• Accident Prevention and Safety 

• Environmental Health 

• Consumer Health 

Conceptual Approach 

, The fourth approach to structuring health education in the school environ- 
Hicnl is the conceptual approach. This approach uses broad concepts to 
structure a given area of subject matter. The conceptual appro::'ch develops the 
scope and sequcn;:c of the subject matter from these concepts. For example, 
consider the concept "Growing and developing follows a predictable sequence, 
yet is unique for each individual'' (School health rnrriculum, 1911). The 
suggested benefit is thai the meaning of the concept can serve as a unifying 




theme throughout grade and age levels, integrating proper scope and sequence. 
This approach requires significant planning and skill for successful implemen- 
tation. 

Within preschool health education* programs have been structured to 
utilize either one or a combination of the approaches previously mentioned. A 
description by Parcel, Bruhn, and Murray (1984) of early health education 
programs for preschool children notes that most organized health ed ucation has 
been carried out through Head Start. Other efforts include a program which 
utilized a clown show to teach health behavior (Haikal, 1969), the Health 
EducationCurriculumGuide for Head Start (Harrison, 1971), and //eac/5/ar/ 
on Health (Nelson, 1975). Parcel goes on to note the program The Web of Life 
Health Education Activities for Young Children which incorporated expected 
learner outcomes and age appropriate learning activities. 

A more behavioral-oriented curriculum was developed by Parcel, Bruhn, 
and Murray (1984), who describe it as designed "to teach selected, age 
appropriate types of behavior that enable children to assume greater responsi- 
bility for their own health.'' Their Preschool Health Education Program 
(PHEP) was further designed to enhance the child*s self-confidence about 
performing types of behaviors, while developing a belief that such behaviors 
are important and that they have some control over their own health and safety. 

The Hale and Hardy' s Healthful Hints preschool curriculum developed by 
Hendricksand Smith in 1983 wasacomprchensivc health education curriculum 
designed for Head Start preschoolers. The curriculum was based on the 10 
health content areas recommended by the Education Commission of the States 
(listed previously.) This curriculum contains 27 learning objectives with 10 
instructional activities for each objective. The design of the curriculum 
incorporates activities which arc structured to facilitate learning of health 
concepts. The activities additionally attempt to teach skills in the area of fine 
motor development, gross motor development, language development, social 
development, cognitive development, and self-help. The teachers for the 
curriculum were trained in curriculum implementation workshops which 
instructed teachers in the use of the curriculum units and activities. To assist 
in ease of implementation, curriculum activities were modification of games 
and activities with which the teacher was already familiar. Evaluation of the 
impact of this preschool curriculum noted an increase in children's health 
knowledge upon expose to the curriculum (Hendricks, Echols, & Nelson, 
1989). 

This particular curriculum has been revised and updated by Hendricks and 
Smith (1991) and is entitled Here We Go, Watch Me Grow. It is one of two 
comprehensive healtii education curriculums known to be currently available. 
The other curriculum is entitled / Am Amazing (1990). Other preschool health 
education materials related to specific topics also exist. Voluntary health 
associations, such as the American Cancer Society and the American Heart 
Association, have produced materials specifically for preschoolers. 



Choosing a Preschool Health Education Curriculum 

Teaching health education within the preschool is beneficial for children, 
parents, and teachers as noted earlier. It is important, however, for the teacher 
to carefully plan what he/she wishes to accomplish before implementing a 
specific unit or total curriculum. The vaiiety of health education materials 
available for use in preschools differs significantly in terms of subject, scope, 
how they are used, resources provided, and cost. The following questions are 
included to help in selecting a health education teaching resource which meets 
the needs of specific children and programs. They arc meant as an aid in 
evaluating curricula. 

Does the Curriculum Need Additional Resources in Order to Be Used 
Properly or Are All the Necessary Information and Supplies Included? 

The word curriculum is often used to mean many things in describing 
educational products. Curriculum packages may include only the basic 
information for implementation or may include additional resources which 
enhance the implementation. Forcxampleabasiccurriculum may only contain 
the written information describing goals, objectives* content, and activities, 
other curriculum packages may come complete with all additional resources 
(c. g., videos, educational resources, transparencies) which a teacher might 
wish to employ in utilizing the curriculum effectively. Be sure to know what 
you are buying. 

Is Special Equipment Needed to Utilize the Curriculum Properly? 

Curriculum packages may place a special emphasis on a particular 
educational medium. If, for example, a video is included in a curriculum and 
serves to provide the teacher aiid/or student with supplemental information, it 
may not be critical if the preschool docs not have a VCR and monitor to view 
the video. If, however, the video is the major means of education for the 
curriculum, the lack of a VCR may render the curriculum useless. 

Does the Curriculum Require Teacher Training to Be Implemented 
Properly? If So, What Is the Nature and Extent of the Training Required? 

Some curriculaand/orcurriculum components are designed tobeused^off 
the shelf." They required little background knowledge or training. Other 
curricula may presume a significant amount of background knowledge and 
subsequently necessitate a significant amount of teacher training or self- 
instruction before the curriculum can be used effectively. 

Does the Curriculum Require a Separate Block of Time for Instruction or 
Can It Be Integrated Within Existing Daily Activities? 

Time management is an important aspect of effective teaching. This is 
particularly true in the preschool environment where the unique characteristics 
of preschoolers demand the teacher's constant attention. A typical reaction of 
teachers when faced with integrating a new subject or curriculum component 
into their already busy daily routine is frustration. Therefore be certain to 
ascertain the time requirements of any curriculum. Additionally beware of the 
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nature of the curriculum it. terms of whether it is designed to be taught separately 
or if it can be integrated into other daily activities of the preschool. 

What Are the Costs Involved in Obtaining and Implementing the 
Curriculum? 

Curriculum prices can range from no cost tosignificant amounts of money. 
In determining the total price of a curriculum, the teacher needs to include not 
only the price of the curriculum but also any additional expenses which are to 
be incurred in using a curriculum . Not only equipment but materials which need 
to be reproduced can add to the cost of using a curriculum. At times items 
solicited from the childrcirs homes may be needed for particular educational 
activities, whileatothertimesspecificmalerialsmay need to be purchased. The 
teacher needs to havca thorough knowledj^e of thecurriculum to determine the 
total requirements for working with the c rriculum and its subsequent cost. 

Is the Content Material Within the Curriculum Current and How Soon 
Will It Need to Be Updated? 

Health knowledge continues to change rapidly. Each day new information 
surfaces about what we know about our health and how it caii be improved. 
Because of this reality, special care must be taken to select curricular materials 
which are both timely and accurate. In addition, factors such as fashion styles 
of characters in visual and subject matter may influence how long the 
curriculum can be used effectively. 

Does the Curriculum Identify Specifically What Is Expected to Be Accom- 
plished by Using It in the Preschool? 

Teachers need to identify what they wish to accomplish in the classroom 
and to examine if the curriculum will succeed in achieving these ends. 

Does the Curriculum Provide Specific Learning Objectives for the Stu- 
dents (What the Students Are Expected to Accomplish After Having 
Completed the Unit or Curriculum)? 

Specific goals and objectives within the curriculum should be relevant to 
the preschooler. Specific goals and objectives not only help the teacher in 
deciding upon whether or not to utilize a curriculum or specific part of a 
curriculum, but also help the teacher in identifying ways of determining 
whether or not the purpose of the educational activity has been achieved. 

Does the Curriculum Utilize Age-Appropriate Teaching Methodologies? 

Teaching methodologies need to be age appropriate. A curriculum whose 
major methodology consists of a scries of how-to lectures by the teacher may 
be accurate in terms of health content but be totally ineffective forpreschoolers. 
Health education, like other iireas of preschool education, needs to employ 
leaching methodologies which take into account the learning styles and 
capabilities of preschoolers. 
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Does the Curriculum Actively Involve Students in a Participatory Role 
Throughout the Learning Process? 

It is preferable to involve students as much as possible in the teaching- 
learning process. Active participation by the students can enhance the 
effectiveness of the health education experience by both stimulating the student 
on several sensory levels (e. g., touch, sight, sound) and by providing activities 
which can limit potentially troublesome times when students are expected to 
sit and listen. Direct involvement of the student in an active role provides a 
means of enhancing the student's perceived self-efficacy. This perception of 
an ability to perform specific tasks can be a part of a foundation of belief in an 
ability to influence directly health behavior and personal health status. 

Has the Curriculum Been Tested for Its Educational Effectiveness in a 
Setting and Population Similar to Your Own? 

In assessing the potential effectiveness of a curriculum within a particular 
preschool, it is important to find out if the curriculum has been used in a 
population of children similar to that of your preschool situation. This 
information can be obtained by contacting other teachers who may have used 
the material or by requesting more formal evaluation information from the 
producer and/or supplier of the curriculum. 

Will the Curriculum Form the Foundation in Health Education Which 
Will Assist Students in Future Health Learning Efforts? 

Health education is indeed a lifelong process. The health education efforts 
of the preschool should assist in providing learning opportunities for the 
students which contribute to Iheir knowledge, attitudes, and enthusiasm for 
future health learning. These early efforts can be important in enhancing the 
way in which students perceive their own health and what they can do to 
influence it. 

Is the Curriculum Focused on One Topic (i. e., Smoking, Safety) or a 
Number of Different Topics? 

The teacher should consider the program's particular needs in deciding 
between a single topic or more comprehensive program. Comprehensive 
approaches provide the advantage of integrating subject material between 
topics. 

Does the Curriculum Focus on One Aspect of Health Education Learning 
(Knowledge Acquisition) or Attempt to Influence Several Areas (e. g., 
KnowIedgeAcquisition, Health Behavior, Motor Development, Communi- 
cation Skills)? 

Health education has historically focused a significant amount of effort on 
helping individuals to gain more information about a particular health topic. 
The hopehas been that the more knowledge a student has about a specific health 
topic, the more likely that the student will make health decisions that are 
beneficial to h is/her well-being. If Billy knows that germs can be carried on his 
hands after going to the bathroom, then he will decide to wash mem after using 
the toilet. 

I' 
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Health education research has demonstrated that influencing behavior is 
more complex than merely supplying information. A pers.on*s attitudes and 
beliefs, as well as other factors, combine to influence health behavior decision 
making. The teacher examining a curriculum for potential use should reviev/ 
its goals and objectives to determine exactly what is expected to be accom- 
plished by using the curriculum. Are the goals and objectives focusing on only 
one area of student development (i.e. knowledge) or do they relate to other areas 
of expectation as well as skill development behavior. In more precise terms, 
does the curricuiun-. state in its goals and objectives that as a result of the 
curriculum (a) the student shall know why it is important to brui>U his,^er teeth 
after each meal (knowledge), (b) the student will be able to demonstrate how 
to brush his/her teeth effectively (one-time behavior), or (c) the student will 
brush his/her teeth after each meal during the first month following the 
education unit (long-term behavior). 

Does the Curriculum Concentrate on Traditional Health Topics (i. e., the 
Heart, Breathing, What Is Healthy Food) or Does It Also Cover Additional 
Health Topics Such as Violence Prevention and Death and Dying? 

The scope of a curriculum dealing with the wide variety of topics in a 
comprehensive approach to health necessitates the inclusion of subject matter 
beyond the traditional "wash your hands" health and hygiene lecture. The 
teacher needs to determine to what extent to include health topics beyond the 
limited topic of basic hygiene. 

Is the Curriculum Sensitive to Differences in Race, Religion, and Ethnic 
Background of All Students? 

Health beliefs, values, and behaviors often reflect the cultural and religious 
heritage of the family. For example, what a person's diet is composed of and 
when they choose to eat may be just as much a function of family background 
and practices as it is a function of knowing what composes a healthy diet. 
Today, health curricula need to be aware that students within a preschool may 
represent many families of diverse cultures and religious preferences. The 
teacher should examine the curriculum carefully to determine if educational 
content might conflict with cultural or religious values or be regarded as 
offensive by the families of preschoolers. 

Is the Curriculum Sensitive to the Variety of Social, Economic, and Family 
Structure Backgrounds of the Students? 

Preschool populations will reflect the diversity in social, economic, and 
family structures from which they are drawn. Teachers should examine 
potential curricula to identify whether role models which are depicted and 
situations which are portrayed arc representative of this diversity. 

Does the Curriculum Involve Parents in theTeaching of Health Education? 
If So, in What Role? 

The teacher should note the degree of parental involvement in health 
education suggested in the curriculum. Active involvement by parents in 
discussing with their children health topics dealt with at preschool helps 
children to apply i nfonnation about health to their own home environments. For 
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example, a health unit discussing things which might be dangerous around the 
houseprovidesan excellent opportunity forparentandchildtolookaround their 
house together to point out dangerous items. If such activities are not provided 
within the curriculum, the teacher might wish to develop such materials. A 
health information bulletin board which contains health information forparents 
can be another unifying piece of a health education program which actively 
involves teacher, student, and parent. 

Does the Curriculum Deal With Subject Matter Which May Be Perceived 
as Controversial (e.g., Sexuality, Sexual Abuse, Death and Dying, AIDS, 
Peace, War and Violence)? 

Health education topics often include sensitive and controversial subject 
matter. Teachers should take special note of curriculum areas which may 
include material which could be perceived as offensive or undesirable by 
parents. Where topics such as sexual abuse, death and dying, drugs, and AIDS 
are controversial by nature given their subject matter, the teacher should also 
be aware that other seemingly less sensitive areas, which are more commonly 
taught in the preschool, such as nutrition, can be a source of debate as well. The 
teacher needs to ascertain policies of the preschool related to subject matter 
taught. Parental involvement is essential. 

Does the Curriculum Respect Community and Family Values? 

The subject of health is one which goes beyond the walls of the classroom 
andextendsintothecommunityand homeofthechild. The health teacherneeds 
to be particularly sensitive to the role which community and home values play 
in shaping health behavior. It is not unusual to encounter a wide variety of 
beliefs and values concerning how the health of children can be fostered. 
Presenting certain living circumstances as ideal in a health education context 
can be confusing to the child. Therefore the teacher must make a particular 
effort to respect community and family values in developing health education 
activities. 



Summary 

Health education for preschoolers is an exciting area which holds a great 
potential for the developing health of children. Choosing a health curriculum 
which best fits the needs of preschoolers will help to provide a program which 
serves as a basis for enhancing the quality of life for students. 
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VII 



The Impact of Public Law 99-457 
on Health, Physical Education, 
Recreation, and Dance 



Jerry Aldridge, Ed.D. 
Introduction 

New challenges face the fields of health, physical education, recreation, 
and dance (HPRD) in serving disabled children ages 3 through 5. The 
purpose of this chapter is to provide information about Public Law 99- 
457 which mandates service to preschool disabled children. Children entitled 
to services under this law may be served by HPRD professionals. How this law 
affects the preschool age population, general challenges to expect from the 
law's provisions, and specific challenges for HPRD professionals will be 
described in this chapter. 

Public Law 99-457, the Education of the Handicapped Act Amendments 
of 1986, was passed by Congress to improve the quality of early intervention 
services for preschool disabled children ages 3 through 5, with incentives for 
serving children at birth through age 2. This law extends the provisions of 
Public Law 94-142, the Education of All Handicapped Children Act of 1975, 
which was originally intended to seive all handicapped individuals between 
ages 3 and 21 . However, Public Law 94-142 did not require individual states 
to provide services to disabled preschoolers if a state did not serve nondisabled 
preschool children. Public Law 99-457 offers funding and incentives to all 
states and territories that will provide services for preschool children in the lea.st 
restrictive environment. 

Public Law 99-457 has several distinct qualities: de-cniphasizing categori- 
cal placement, requiring family participation, stressing collaborative efforts 
and interdisciplinary services, creating an interagency system, and requiring 
mainstreaming. Each of these requirements will be described briefly. 

Generic Classification 

Many states under Public Law 94-142 identified children by categories 
based on federal guidelines and definitions. For example, children received 
labels under such classifications as mental retardation, learning disabilities, 
emotional handicaps,multihandicaps,andothercategories. Public Law99-457 
de-emphasizes categorical placement by requiring states lo adopt Ihcir own 
definition of developmentally delayed for determining eligibility of children to 
be served by the law. Some slates have chosen to serve only the profoundly 
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handicapped while others have included biologically or environmentally at- 
risk children as those who are eligible for service. 

Family Emphasis 

The essential role of the family is stressed in Public Law 99-457. Families 
are considered important members of the assessment and implementation team 
for their preschool disabled children. Family training and counseling are also 
provisions of the law. The Individual Family Service Plan (IFSP) must be 
developed by a multidisciplinary team which includes the parents and is 
reviewed at least every 6 months. 

Interdisciplinary Services 

Collaborative efforts are required and specified. Interdisciplinary services 
include health services, early assessment, medical services (fordiagnosis only), 
case management, psychological services, physical therapy, occupational 
therapy, audiology and speech pathology, special education, family training, 
and home visitation. Not all of these services may be needed by each identified 
child, but any of these which arc needed arc provided for through the law. 

Interagency Systein and State Requirement 

Each state is required to assemble an Interagency Coordinating Council to 
implement Public Law 99-457 for that state. According to Safford (1989) "the 
state agency responsible for coordination does not have to be the state 
department of education but may be any appropriate agency so designated by 
the state, such as the department of health Each state isalso required to comply 
with the following 14 requirements in order to ensure appropriate programs for 
identified children and their families: 

1. Develop a state definition for dcvclopmcntally delayed. 

2. Provide a plan for personnel development. 

3. Pro luce and monitor personnel standards. 

4. Develop a plan for arranging and contracting with service 
providers. 

5. Designate a lead agency as the interagency coordinating 
council to monitor and manage the state's implementation. 

6. Develop a system for collecting data. 

7. Construct a directory of resources, experts, and services. 

8. Design and implement a public awareness program. 

9. Develop child find procedures. 

10. Draw up a payment plan. 

11. Implement Individual Family ServiccPlanscoordinatcd through 
case management. 

1 2. Provide both multidisciplinary child assessment and family 
needs assessment. 

13. Set a timetable for service provisions to be completed within 
5 years. 

14. Design a plaji for procedural safeguards. (Hanft, 1988) 
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Mainstreaming 

The law requires that disabled children receive all of these services in the 
least restrictive environment. This means that, whenever possible, these 
preschcx)lers should be in regular preschool settings wiih their nonhandicappcd 
peers. With school-aged children this would most likely mean public schools. 
Preschoolers, however, might receive services in private or public day care 
settings or other preschool environments. 



How This Affects the Preschool Age Population 

Preschool children will be affected by the law through mainstreaming. 
This means that all children will be served in the same settings. Nondisabled 
preschoolers should benefit affectively through association with disabled 
children, while disabled preschoolers should receive an appropriate individu- 
ally designed experience with specific services, including parent involvement. 
All of this is to be accomplished while children served by the law remain in as 
normal a setting as possible. 

Nonhandicapped and Handicapped Preschoolers Together 

Where are most nondisabled preschoolers found? According to the law, 
the answer to this question should be the same as the answer to the question, 
where are most disabled preschoolers found? While this has been true for some 
time for elementary school age children under Public Law 94-142, this is 
somewhat new for preschool programs. Day-care workers and Head Start 
providerswillneedadditionalhclpand support in serving disablcdpreschoolers 
along with nondisabled and gifted children. 

Affective Benefits for Normal and Gifted Preschoolers 

If the law is implemented appropriately, thereshould be attitudinal benefits 
for nondisabled and gifted 3- to 5-ycar-oIds, who will benefit from learning 
about disabled childi'en. Disabled children often have more similarities to than 
differences from nondisabled children. Personnel involved in implementing 
the law have the opportunity to influence children's affect for the better, 
particularly since attitudinal change is often modeled from teachers or parents. 

Individually Designed Experiences for Disabled Children 

Disabled preschoolers she jld benefit from being around other children and 
from receiving specialized help, which might include everything from occupa- 
tional therapy to psychological services. Interdisciplinary team members will 
work together to implement their services in the least restrictive environment. 
All oftheseserviceswill be administered undersomeone whoisacase manager, 
serving as the child's advocate. 
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General Challenges of Public Law 99-457 

There are numerous challenges to expect in implementing Public Law 99- 
457. Hanft(1989)has identified fourimplementation issues: (a) definitions and 
eligibility, (b) coordination of services, (c) personnel training and shortages, 
and (d) least restrictive environment. 

Definitions and Eligibility 

Each state has developed its own definition of developmentally delayed, 
so a child who qualifies for services in one state may not qualify in another. 
Also, each state is determining whatinstruments will beusedand specific cutoff 
scores for eligibility requirements using the adopted definition of developmen- 
tally delayed. Who is eligible for services will be a debated issue from state to 
state. 

Coordination of Services 

Once a child qualifies for services under Public Law 99-457, the law 
specifies that a case manager will coordinate the services. In one situation the 
case manager might be a social worker, while in another it might be the health 
educator or occupational therapist. Thus, the person designated as case 
manager will be different from child to child. 

Personnel Training and Shortages 

Many professionals arc trained to work with older children but few are 
trained to work with preschool children. Teachers, health care professionals, 
psychometricians, speech pathologists, and others will need training in how to 
work with very young children (Aldridge, 1990). Currently most states are 
developing certification programs for early childhood special education, but 
there arc not nearly enough teachers trained in this field to meet the needs of 
Public Law 99-457. 

Least Restrictive Envfronment 

What is considered mainstreaming or least restrictive environment for 3- 
to 5-ycar-olds? School-age disabled children are mainstreamed in public 
school classrooms, but there may not be public school classes for preschool 
children in some states. Where will preschool disabled childj'en go to interact 
with nondisabled preschoolers? Day care is one answer but day-care providers 
are rarely trained in exceptionalities. This challenge is closely related to 
personnel training, as well as to mainstreaming. 



Cfmllenges Specific to HPRD 

Challenges of implementing Public Law 99-457 also exist specific to 
HPRD. These include multidisciplinary evaluation, mainstreaming,consuIting 
and coordinating interdisciplinary services, dealing with parents, and handling 
absences and/or attrition. 
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Multidisciplinary Evaluation 

Health and physical educators will eventually be part of the assessment 
team to determine the nature and extent of the participation a preschool disabled 
child can have in existing programs. What procedures will be needed to 
determine if a child with cerebral palsy can benefit from a fitness or dance 
program? Wliat modifications will need to be made for this child? Evaluating 
the child for such programs is an important part of developing a plan for the least 
restrictive environment. 

MainvStreaming 

Which developmenlally delayed children will benefit most from which 
program? A child who attends a regular day-care program or preschool might 
need special equipment, attention, or services when a motor or health program 
are implemented. Mainstreaming for movement is often different from 
mainsLrcaming for instruction. 

Consulting and Coordinating Interdisciplinary Services 

Occupational therapists, physical therapists, and case managers are often 
needed for consultation when planning an appropriate program for a handi- 
capped child. While developing a program is an interdisciplinary effort, it is 
often the responsibility of the physical or health educator to carry out the 
program. Continuous consultation may be needed for certiiin children to 
provide them with the best physical education. 

Dealing with Parents 

The Individual Family Service Flan could include a motor program for 
children, reinforced or implemented by the parents. The health or physical 
educator will now be training parents to follow an agreed upon program. This 
is very difficult when parents may be going through stages of grief in coming 
to terms with the child's limitations or their own perceived inadequacies. 
Special consideration must be given to dealing with these issues. 

Handling Absences and/or Attrition 

Preschool disabled children are sometimes absent due to their disabilities. 
This is more often the case than with nondisablcd preschoolers. Interruptions 
in the program may occur due to the child* s visits to the doctor or other specialist. 
Some handicaps such as muscular dystrophy may result in progressive degen- 
eration of muscle groups. How docs the motor educator deal with these 
absences, regressions, or even deaths of such children? This is an especially 
difficult challenge. 



Summary 

Public Law 99-457, the Education of the Hmidicapped Act Amendment of 
1 986, is meant to improve the quality of life for disabled preschool children. The 
passage of the law brings possibilities, challenges, and problems. Health 
educators and physical educators may need additional training and resources to 
cope with the demands placed on them by the law. 
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Preschool Children with 
Developmental Delays/Disabilities: 
Individual Differences and Integration 

Claudine Sherrill, Ed.D. 
Introduction 

Approximately 10 to 15 percent of America's children and youth have 
problems severe enough to qualify for special education services. This 
estimate includeschildren in the age range from birth to6years. Recent 
federal legislation (The Education of the Handicapped Act Amendments of 
1986, discussed in Chapter VII) has identified two distinct age groups eligible 
for early intervention: (a) infants and toddlers, from birth to age 3 years and (b) 
preschool children, ages 3 to 6 years. 

The rules and regulations for service delivery vary for the two age groups, 
but essentially all children who are diagnosed by a multidisciplinary team as 
meeting eligibility criteria can now receive special education services at no cost 
to their families. Thus the mandate for free, appropriate education for all 
children has been extended downward to encompass newborns with special 
needs. These services may be delivered in many settings (home, hospital, or 
center) and imply that physical and health education personnel of the future may 
be involved in new roles. 



Diagnostic Terms 

Infants, toddlers, and preschoolers eligible for special services are classi- 
fied as (a) disabled, (b) developmentally delayed, or (c) at risk for developmen- 
tal delays. This shows the recent trendaway from use of the word, handicapped. 
Today most countries accept the definitions of the World Health Organization 
(1980): 

Impairment — any disturbance of, or interference with, the normal structure and 
function of the body. 

Disability — the loss or reduction of functional ability and/or activity. 

Handicap — a condition produced by societal and environmental barriers. 
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Among preschoolers^ disabled is the term used to describe children who fit 
within the diagnostic categories established by the Education for the Handi- 
capped Act (EH A): (a) speech and language impaired, (b) learning disabled* 
(c) mentally retarded, (d) multihandicapped, (e) orthopedically impaired, (0 
emotionally disturbed, (g) hard-of-hearing and deaf, (h) other health impaired, 
(i) visually handicapped,and(j)deaf-blind. Thesecategories are listed in order, 
from high to low, according to preschool prevalence estimates. About 75 
percent of the preschoolers with diagnosed disabilities fall into the speech and 
language impaired category, whereas less than 1 percent are visually handi- 
capped or deaf-blind. New diagnostic categories established by 1990 legisla- 
tion are autism and traumatic brain injury, but no statistical information is 
available on these conditions for preschoolers. 

Dcvclopmentally delayed is a generic term introduced in recent legislation 
to permit states to establish theirowncriteriaas to what constitutes performance 
significantly below average. Federal legislation indicates that developmental 
delays can occur in five areas: (a) cognitive, (b) physical, (c) language and 
speech, (d) psychosocial or emotional, and (e) self-help skills. Statistical 
criteria arc usually established for diagnosis, like (a) functions at 75 percent or 
lessof his or her chronological age in two or more areas, (b) scores at least 1.5 
standard deviations below the mean, or (c) scores below the 30th percentile. 
Two or more tests, with good validity and reliability, are used to make a 
diagnosis. Other procedures can be used also, such as documented, systematic 
observation by a qualified professional, parent reports, developmental check- 
lists, and criterion-referenced instruments. 

At risk to developmental delays refers to those who "have been subjected 
to certain adverse genetic, prenatal, perinatal, postnatal, or environmental 
conditions that are known to cause defects or are highly correlated with the 
appearance of later abnormalities" (Peterson, 1987). This is because poor 
development often is not noticeable during the first several months of life. 
Many children do not evidence clear delays until the end of the second year 
(Peterson, 1987). 

Among the many factors contributing to risk are low socioeconomic status 
(SES) environments, prematurity and low birth rate, difficult or traumatic 
delivery, maternal age of under 15 or over 40, a family history of genetic 
disorders and/or problem pregnancies, and mothers with substance abuse or 
chronic health problems (Cratty, 1990: Peterson, 1987:Thumian &Widerstrom, 
1985). Maternal use of nicotine, alcohol, marijuana, and cocaine during 
pregnancy is currently resulting in large numbers of multihandicapped infants 
who exhibit signs of cerebral palsy, mental retardation, and sensory impair- 
ment. AIDS or human immunodeficiency virus passed on to infants from 
infected mothers is still another source of at-risk newborns (Diamond, 1989). 
These infants generally appear healthy until 6 to 9 months of age, at which time 
about 50 percent show signs of illness. Some deteriorate rapidly and die, while 
others live 5 to 6 years. 

Diagnostic terms, while necessary to describe eligibility for special 
services, result in categorization that can lead to stereotyping, stigmatization, 
and discrimination. In the past, for instance, textbooks often listed physical, 
mental, and social characteristics of conditions like mental retardation and 
cerebral palsy. Today, good instructional resources emphasize individual 
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differences rather than common limitations or weaknesses. Good teaching 
begins with assessment of individual abilities in relation to specific environ- 
mental and task demands rather than assuming certain characteristics and 
behaviors. 

Good teaching also demands sensitivity in describing children. We do not 
say, for example, that we teach the mentally retarded or that we teach mentally 
retarded chiliien. Such phrasing imphes that the most important fact about the 
group or individual is limited intellectual capacity. Instead we emphasize the 
individual rather than the disabihty by saying that we teach children with mental 
retardation or individuals who perform below average in problem solving and 
generalizing. In physical education, we may refer to a preschooler with Down 
Syndrome as a future Special Olympian, a term that connotes effort and 
achievement. Consistency in proper verbiage is hard to maintain but necessary 
to meet the standards set by various advocacy and professional organizations. 



Teacher AUitudes Toward Individual Differences 

Teachers who work with children who have disabilities or delays aic often 
told, ''Oh, you must be very spcciiil" or **You must find your work very 
rewarding." While meant as positive statements, these comments tend to be 
irritating. They imply that abilities and satisfactions associated with teaching 
children who have special needs arc different from those in regular education. 
This is not the case. When assessment serves as the basis for goal setting and 
instruction, ail children have special needs. The trend is toward development 
of good attitudes toward a broad spectrum of individual differences rather than 
toward disabilities or diagnostic categories. 



Instructional Environments 

The trend is toward placement of preschoolers with delays/disabilities in 
integrated classrooms and play settings. When children cannot safely or 
successfully participate in an integrated environment without assistance, 
several options arc possible. Typically an aide is provided to assist the regular 
educator in meeting the child's special needs and/or a consultant or resource 
teacher helps with environmental and instructional adaptations. Sometimes a 
pull out arrangement is used in which the child leaves the regular classroom for 
a few hours each week for special tutoring and/or therapy. Every attempt is 
made to keep children in integrated settings so they can be afforded the same 
socializing and learning experiences as normal peers. 

Special education thus no longer means instruction in a separate setting. 
Today special education, as well :^s adapted physical education, connotes a 
comprehensive service delivery system in which performance isassessed, goals 
and objectives arc established, and instruction is designed and implemented in 
environments that are considered least restrictive in that services, equipment, 
and supplies are matched to needs. Appropriate matching eliminates restric- 
tions to learning and development. 
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When a preschooler is assessed and found eligible for special education, 
this means that the community and/or school district must find the money to 
provide the special assistance or adaptations that are need'=id to achieve his or 
her educational goals. The multidisciplinary diagnostic team, with the parents' 
assistance, makes decisions about which services can best be delivered in 
integrated settings and which require alternative arrangements (Lemer. Mardel 1 - 
Czudnowski, & Goldenberg, 1987; Thurman & Widerstrom, 1985). 



Psychosocial Development of Preschoolers in Relation to 
Disabilities/Differences 

Attitudes and expectations of teachers are major^influences in the ways 
children feel about themselves and each other. The prciSfchool years arc a critical 
period in the formation of body imageand self-concept ^^herrill, 1986; Wright, 
1983). By ages 4 to 5 years, it is possible to measure feelings about the self in 
four domains: cognitive competence, physical compctcnfe^^jpccr acceptance, 
and maternal acceptance (Harter & Pike, 1984). To dollff^ an interview 
technique with a pictorial instrument is used. The child is shown two pictures 
at a time; the teacher interprets each picture (e.g., This boy isn't very good at 
running; this boy is pretty good at running); and then the child is asked to point 
to the picture most like him or her. This and other assessment approaches show 
that preschoolers have begun to form definite concepts about both their 
acceptance and competence. 

Research shows that children with orthopedic disabilities become gradu- 
ally aware that they are different an-J/or have a disability between ages 3 to 7 
(Dunn, McCartan, & Fuqua, 1988; Wright, 1983). Most children in this age 
range cannot name their disability without prompting but can recognize and 
identify with the correct condition (e.g., cerebral palsy, spina bifida) when 
several are stated. However, when asked a more general question like. Do you 
have a disability (handicap), many preschoolers say no. This indicates that they 
are aware of specific limitations but have not begun to think of themselves in 
categories (disabled/not disabled) or as different from classmates. 

Most preschoolers feel good about the way they look and what they can do 
until subjected to repeated negative evaluations. For example, even when 
aware that arms or legs are different, preschoolers tend to deny difficulty in 
running or problems in doing things that others do (Teplin, Howard, & 
O'Connor, 1981). Most children do not begin to make social comparisons until 
ages7 or8. Self-evaluation of physical appearanceandabilities thus is strongly 
rooted in what preschoolers hear as well as in their interpretation of tone of voice 
and facial expression. 

No comparable research is available on preschoolers with speech and 
language problems and/or mental retardation because data collection difficul- 
ties have not yet been surmounted. It seems reasonable to assume, however, 
that these children follow similar patterns. 

Current thinking emphasizes that the jucschoolcr's growing awareness of 
self as a person with differences, disabilities, or limitations should not be left 
lo chance, which is often both traumatic and uruel. Parents should begin 
providing general information to preschoolers about tlicir disability at age 3 or 
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4 (Dunn el al., 1988; Wright, 1983). Typically children ask questions that 
initiate discussions or become involved in interactions with siblings or peers 
that require mediation. Responses should be matter-of-fact and stress assets 
rather than comparisons. 

Wright (1983) offers examples of good and bad answers to the question: 
Do you think Til ever be able to walk like everyone else? 

Good: Probably not, but you are learning to walk better and that is 
good. And do you know that there are lots of other things you can 
do? Let's name some of them. 

Bad: Probably not. But even if you can't walk as well as some 
people, there are other things that you can do better than some 
people. 

Preschoolers thus should be helped to understand their limitations in a 
friendly and caring atmosphere. As younger and younger children receive 
special education services, it is likely that caretakers outside the family circle 
may have to answer first questions about being different and cope with 
interpersonal situations in which peers point out shortcomings. Experts favor 
open discussion of disabilities/differences in front of children and recommend 
inclusion of units covering individual differences in preschool curricula (Dunn 
ct al., 1988). Emphasis should be on each human being's uniqueness and the 
importance of supporting and helping one another (Thurman & Lewis, 1979). 
Children should be helped to see that being different is not bad but simply a 
chance occurrence. Discussion can cer'3r on differences in eye, hair, and skin 
color; height and weight; the ways pc ^ple walk, talk, and think; and expressions 
of individuality in work, play, hobbies, and leisure pursuits. Movement 
education and creativity training in which emphasis is on "Find another way'' 
or "Show me all the different ways you can do something" are excellent 
approaches to understanding and appreciating individual differences. Like- 
wise, good teachers stress not being afraid of people, places, foods, and other 
things that are different but to approach them, assess them, and get acquainted. 

Stories like the princess who kissed the frop and turned him into a prince 
can teach sensitivity. It is important also to emphasize that appearances can be 
deceiving. Too often Halloween witches and storybook monsters arc charac- 
terized as physically ugly or disfigured; small wonder that young children 
without special training begin equating being different with being bad. To 
counteract these influences, we can devise movement activities that feature 
creatures who look different but arc kind, loving, and lovable. Examples arc 
television and movie characters like Vincent in "Beauty and the Beast," Alf, 
ET, and the casts in Star Wars and Return of the Jedi. 

Most ciiildren with severe disabilities/delays will inevitably be exposed to 
discrimination and prejudice (Wright, 1983). Preschool experiences should 
thus be designed to prcparcchildrcn fordifficult social encounters. Storytelling, 
role playing, and discussion help with learning-appropriate responses to 
thoughtless and inconsiderate things that others do. A number of books arc now 
available that feature children coping with disabilities. Among these is the Kids 
on the Block book series, available from Twenty-First Century Books, 38 South 



Market Street, Frederick, Maryland 21701. Each Kids on the Block book 
describes a child with a different disability (e.g., cerebral palsy, asthma, 
diabetes, AIDS) who copes in appropriate ways, feels good about self, and 
interacts with nondisabled children. 

The Kids on the Block also available as puppets, although somewhat 
expensive. Scripts and discussion guidelines come with the puppets, and over 
900 community-based organizations are using these materials to increi^se 
awareness and improve attitudes (Aiello, 1988). 

Preschoolers with disabilities need access to dolls and stuffed animals with 
and without disabilities. This permits imaginative play comparable to real life 
situations. Hal's Pals is a line of cabbage patch type dolls with different 
disabilities (e.g., a skier with one leg, an athlete in a wheelchair, a dancer with 
hearing aids) that is available through Jesana Ltd., P.O. Box 17, Irvington, NY 
10533. 

During the years that children are building attitudes toward themselves, 
parents and caretakers should be careful about the ways they handle broken or 
damaged dolls and household objects. In America's throw away society, 
children may develop feelings that they are no good or likely to be thrown or 
given away by observing such practices. Likewise, the family that puts a sick 
or injured animal to sleep may contribute to attitudes about right and wrong 
behaviors in relation to human beings with similar conditions. 

Pieschoolers, both with and without disabilities, need exposure to older 
persons with disabilities. Research shows that children in the 3- to 6-year-old 
age range tend to make no verbal references to themissing leg of an interviewer; 
this suggests that inhibiting responses to a physical disability occurs in the early 
years aiid limits opportunities fordircct learning (Somcrvill, Cordoba, Abbott, 
& Brown, 1982). Thus, when speakers with disabilities arc invited to the early 
childhood setting, they should explain how theyarc similar to anddifferent from 
other people and encourage questions. 

Children with disabilities/differences should have the same opportunities 
for sports socialization as peers. This means they must sec persons with 
conditions similar to their own inathlete rolesbothinintegrated andnonintegrated 
sport settings. For attitude development, nondisabled preschoolers should also 
be exposed to athletes with disabilities. All youngchildren should thus be taken 
to sports events like Special Olympics, wheelchair basketball and tennis, and 
cerebral palsy handball and boccic. Real life experience of this kind should be 
supplemented with films and videotapes (Sundcriin. 1988) end magazines like 
Sports W Spokes and Palaestra: The Forum of Sport, Physical Education, and 
Recreation for the Disabled that feature athletes with disabilities. 

Social rejection and avoidance of children whoare different begins to occur 
at about agc4 unless there is intervention to promote interaction and acceptance 
j (Siller, 1984; Weinberg, 1978). Research suggests that nondisabled children 
will not automatically include slow and/or different children in thcL" activities 
(Jenkins, Spcltz, & Odom, 1985). Eariy childhood educators must therefore 
devise curriculums that systematically involve preschoolers in cooperative 
activities and promote caring, nurturing altitudes. 
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Spontaneous Play: A Common Deficit 

Many children with delays/disabilities do not learn to play spontaneously 
(Sherrill, 1986). Thus, this is a major goal of preschool adapted physical 
education. It involves learning the concept of fun and thus responding 
appropriately to social and/'or sensory stimulation. Normal infants smile and 
laugh spontaneously in response to pleasurable sights and sounds between 1 and 
4 months of age. They begin reaching for objects at about 3 to 5 months and, 
as soon as they develop coordination, will spend considerable energy working 
for a toy out of reach and exploring what body parts can do. Peck-a-boo, 
typically learned between 5 and 10 months of age, is the beginning of social 
game behaviors. Thereafter, normal infants seem to know instinctively how to 
imitate and respond to play activities initiated by significant others. Moreover, 
when left alone, they move about, explore the environment, and engage in 
solitary play. Gradually, without much help, they develop body control, object 
control, and basic movement patterns. Placed in an environment with play 
apparatus and equipment, normal preschoolers seem self-motivated to run, 
jump, climb, hang, slide, andbalance. Movement is obviously fun, intrinsically 
rewarding, and inseparable from play. 

In children with severe delays/disabilities this spontaneity is often dimin- 
ished or absent. Compared with nondisabled peers, they engage in fewer 
activities and spcn^ .nuch of their time sitting and lying (Burstcin, 1986). 
Assessment of such children should begin with structured observations of their 
spontaneous interactions with the environment. Do they initiate contact with 
people and objects and is their contact appropriate? How long do they sustain 
contact? Do they demonstrate preferences for some objects and people? If so, 
these preferences can guide the selection of reinforcement strategics in shaping 
behavior management plans. 

No child is too severely disabled to benefit from physical education 
instruction. The goals, objectives, and pedagogy, however, differ from those 
used w'tli nondisabled children. The major emphasis should be on the 
development of play and game behaviors that are movement oriented and result 
in good feelings about the self. 

Motor skills should not be taught or practiced separate from function and/ 
cr play as sometimes occurs in therapy. This is because special education 
children, unlike normal peers, tend not to generalize motor skills. They do not 
know how to use motor skills unless direct instruction and practice in many 
different settings arc provided. 

Physical education for preschoolers with disabilities/delays thus often is 
conceptualized as developmental play instruction. Objectives focus on appro- 
priatcncssand duration of interactions with toys, sport objects and implements, 
play apparatus, and people (Cowdcn & Torrey, 1990: Evans, 1980: Loovis, 
1985: Wasson & Watkinson, 1981: Watkinson & Wall, 1982). 



Motor Skill Problems 

Most, but not all, preschoolers with delays/disabilities have motor skill 
problems. Typically, pallcrns like sitting, crawling, creeping, standing, and 
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walking emerge later than in normal children . Whereas these and other patterns 
occur in predictable sequence, without instruction, in normal infants and 
toddlers, they frequently must be carefully taught to special education children. 
Mastery of motor skills is compromised by retention of primitive reflexes and 
the presence of abnormal muscle tone which is manifested as spasticity or the 
opposite condition, floppy baby syndrome (hypotonia, atonia). Moreover, the 
appearance of righting, protective extension, and equilibrium reactions is often 
delayed or impaired; thus the child ha^ particular difficulty with balance and 
body control. 

Adapted physical educators in good teacher training programs are given 
instruction and practice with reflexes, reactions, and muscle tone similarto that 
received by occupational and physical therapists. It is important to lift, move, 
and position children in ways thai do not elicit abnormal reflexes. When 
children are delayed in learning to walk, teachers must provide rich, full 
developmental play activities in lying and sitting positions. Scooter boards, 
slides, and surfaces for body rolls become important. Because ability to retrieve 
thrown and kicked objects is impaired, balls and balloons are often suspended 
from the ceiling or attached to the wheelchair. 

Ball handling activities may require considerable instructional creativity 
when grasp and release mechanisms are affected by spasticity, muscle weak- 
ness, or generalized clumsiness. Emphasis is often placed on striking, kicking, 
trapping, and stopping skills rather than throwing and catching. These can be 
executed equally well from wheelchair or standing positions. Early interven- 
tion aims at discovering what children can do best and then building potentials 
into strengths. 

The best way to assess motor skills of preschoolers is to observe them 
several times in an informal play setting with multipurpose apparatus that 
encourages exploration of locomotor and object control skills. Swimming and 
wading pools also make good assessment settings. Same age or slightly older 
peers without disabilities make excellent models, and much follow-the-leader 
type activity typically occurs. These observations can be used to set specific 
objectives for improvement of both qualitative and quantitative performance. 



The Language-Arts-Movement Programming (LAM^) Model 

To help preschoolers with disabilities/delays develop the play and game 
behaviors that will enable them to interact socially with others and learn through 
movement, a Language-Arts-Movement Programming (LAMP) Model is 
recommended. The acronym LAMP is intended to conjure up the vision of 
Aladdin's lamp and the magic of wishes that can come true. All children can 
learn when teachers believe in themselves and creatively use all of their 
resources. It is important, especially in the early years, that motor learning not 
be separated from language learning. The arts (creative drama anJ dance, 
music, story telling, puppets, painting, drawing, and constructing) can be a 
medium for unifying movement and language and vice versa (Eddy, 1982; 
Sherrill & McBride, 1984). 
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Language, in this model, is operationally defined as speaking, singing, 
chanting, or signing. It may come from teacher only, teacher and child in 
unison, or child only. Language can be used to express the intent to move and/ 
or plan and rehearse a desired sequence; to describe the movement as it occurs; 
and to state a movement achievement once the action is completed. The 
combining of language and movement to teach concepts and develop schemas 
is powerful because the whole child is involved in active learning. The use of 
self-talk (also called verbal rehearsal) is well documented as a sound pedagogi- 
cal device (Kowalski & Sherrill, 1990; Luria, 1961; Weiss & Klint, 1987). 
Learning words/labels for what they are doing enhances recall. Self-talk also 
facilitates timc-on-task because it keeps attention focused on the movement 
goal. 

A useful strategy is to create action songs or chants to familiar tunes like 
"Mulberry Bush " "Farmer in the Dell," and "Looby Loo" or nursery rhyme 
rhythms. The words must teach the name of the movement; associated body 
parts; or concepts about space, time, and effort (i.e., be relevant to the action). 
For example, beam walking mightinspirca"Row, Row, Row YourBoat^chant 
like this: 

Walk, Walk, Walk Your Feet 
Gently Down the Beam 
Merrily, Merrily, Merrily, Merrily 
It Is Fun to Walk a Beam! 

Or a simple repetitive chant like this: 

I Am Walking, I Am Walking 
You Walk Too, You Walk Too 
Walk, Walk, Walk: Walk, Walk, Walk 
And Stop, Freeze . . . Quiet, shh .... 

Preschoolers with disabilities/delays need more repetition than normal 
peers. For repetition to provide the needed reinforcement, however, the child 
must be paying attention and receiving the kind of teacher input (eye contact, 
smiles, praise, pats) that makes him/her feel competent and good about self. 
Question and answer chants in unison with movement help achieve this goal: 

Teacher says, "Can you kick? Can you kick?' 

Child says, "I can kick. I can kick.'" 

Teacher says, "What did you kick. What did you kick?" 

Child says, "A ball. I kicked a ball." 

Teacher says, "Good, now go get the ball. Bring it here." 

The same words arc used over and over so children develop vocabulary and 
improve memory for sequences. Rhythmically synchronous background music 
can also help preschoolers remember movement sequences (Staum, 1988). 

Languagc-Arts-Movement Programm ing (LAMP) begins wilh much struc- 
ture in that the goal is to simultaneously teach motor skills, language, and play 
concepts so that the child, in turn, develops the capacity for solitary play. When 
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he or she begins interacting spontaneously with the environment (objects, 
playground apparatus, or people) in appropriate ways, this initiative is praised 
and reinforced. Emphasis then is on helping the child progress from solitary to 
parallel to interactive/cooperative play. Preschoolers need language (both 
receptive and expressive) to engage in cooperative play and benefit from small 
group movement and game instruction. The LAMP model promotes integrated 
motor-language-cognitive development. 
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IX 



Motoric and Fitness Assessment 
of Young Children 



Crystal F. Branta, Ph.D. 
Introduction 

The acquisition of fundamental motor skills is vital to the overall develop- 
ment of preschool age children. As youngsters gain competence in skills 
such as runningjumping, skipping, throwing, catching, and kicking they 
receive physical, emotional/social, and cognitive benefits. Physical values 
include increased potential to move effectively and efficiently as well as 
improved muscular strength, flexibility, agility, and dynamic balance. Over 
time these values could increase thepotential for children to maintain healthf ul 
activity patterns. Thus, health-related fitness (to include endurance and 
cardiovascular vitality) may be long-term physical benefits of developing 
mature motor pattems. 

From the emotional/social standpoint, children are excited and intrinsi- 
cally rewarded when they achieve new levels of skill. They acquire a positive 
dimension to their developing self-concepts. In addition, their peers hold them 
in esteem. This then provides extrinsic sources of feedback and reward to the 
youngsters who are advancing motorically. 

Cognitively, children can learn many concepts through their movement. 
Table 1 displays four major categories of cognitive concepts that should be 
taught in motor development lessons during the early years. Since children 
seem to move constantly and individuals learn best by doing, it becomes easy 
to teach these cognitive concepts at developmentally appropriate levels in a 
suitable way. 

Movement is important for children, and there are potential long-term 
benefits from acquiring motor skills. Thus, it is important for teachers in early 
childhood programs to evaluate their objectives in the motor domain and assess 
the progress of the students. This chapter is devoted to discussions on (a) 
assessment and evaluation, (b) techniques ofassessing children, (c) summary 
and recommendations for teachers, and (d) references and resources. 
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Table 1 

Cognitive Concepts Appropriate to Learu 
Via Movement in Early Childhood 



Space and Direction 


Form and Shape 


up-down 


alike-different 


over-under 


big-little 


in-ou( 


large-small 


around-lhrough-bclween 


wide-narrow 


on -off 


high-low 


above-below 


straight-crooked 


toward-away 


curved-circular 


left-right 


round-square 


front-back-behind 


iong-short 


near-far 


fat-thin 


away from -close to 




forward-backward-sideward 




Time and Force 


Body Actions 


fast-slow 


along-together 


heavy-light 


turning-twisting 


soft-hard 


stretching-curling 


strong-weak 


rocking-rolling 




freezing-relaxing 




tensing-collapsing 




alternating 



Assessment and Evaluation 

In order for a discussion of assessment and evaluation to be helpful for 
practitioners, working definitions of the terms be established so common 
understandings are reached. One needs, as well, to understand where measure- 
ment fits into the planning. The following definitions are proposed for this 
paper and are adapted from Baumgartiier and Jackson (1975) and Ebel (1973). 

Measurement determines the degree to which individuals exhibit specific 
characteristics and it involves collection of information (data). The measure- 
ment process involves (a) deciding upon the characteristics to be scored and (b) 
selecting the appropriate instrument(s). 

Evaluation is a process that uses measurements to decide what changes are 
developing in children's movement pattemsand fitness levels and to determine 
the amount and direction of the change. (At least two measurement cycles are 
needed to evaluate the change.) 

Assessment uses qualitative and quantitative data to determine a child's 
performance at one point in time. It is a less restrictive decision-making process 
than evaluation since change over time is not necessarily a factor. 



The best information on preschool children and the most appropriate 
decisions about them are made from measurements taken at several assessment 
times. Therefore, the process advocated is one of evaluation, both formative 
and summative, where decisions are made during the course of a unit (program, 
year) as well as at the conclusion. Although this chapter involves details about 
assessment, concepts pertinent to evaluation over time are also presented so 
teachers, parents, and administrators can maintain sight of the goal — helping 
children mature in develcpmentally appropriate ways over time. 

Value and Purposes of Assessment 

In order for assessments to be valuable, teachers should make decisions 
about what information is needed. This information can be determined by 
analyzing the interaction between the objectives of the program and the needs 
of the children (see Figure I). These data will provide the basis for selecting 
appropriate assessment instruments. 

Figure 1 

The Interaction of Objectives, Needs, and Assessments 



For example, the two major objectives of a motoric program for preschool 
children should be: 

• Development of mature patterns of large motor skills 

• Cultivation of a positive attitude toward activity 

A secondary objectivecan be the improvement of health-related fitness via 
sustained physical activity. Children of this age need to: 

• Be active 

• Lam by doing 

• Discover how to move effectively and efficiently 

• Feel success in moving 




Information 
Needed 



Assessment 
Chosen 
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The interaction of these two areas indicates that teachers need data on how 
well their children are moving (qualitative assessment) and on how much 
movement is occurring (quantitative assessment). These data will help in 
selecting the assessment instrument(s), since some instruments might provide 
both kinds of information whereas others might give only one type of result. 
Teachers must make the best decisions about which tests are most appropriate 
for their students. The specific puipose of the assessment must influence this 
decision. Table 2 provides an alphabetized list of various reasons for assess- 
ment. Teachers should review this list, and supplement it with their own, to 
choose the most relevant purposes of assessment for their program and N!udcnts. 

Table 2 

Summary List of Purposes of Assessment* 

• Class development 

• Classification 

• Developmental scrccninl/carly identification 

• Diagnosis 

• Early intervention 

• Grading 

• Guidance/need for referral 

• Individual progress 

• Lesson planning 

• Program planning 

• Research 

♦Summarized from Barrow. McGce, & Trilschlcr (1989); Langhorst 
(1989); Lichtenstcin & Irclon (1984); and Southworth, Burr. Sl Cox 
(1980). 

At the preschool level, the real values of assessment and evaluation can be 
grouped into two major areas. Those arc (a) individual potential and (b) 
developmental screening. 

Individual potential. Each child must be guided to reach full potential in 
the development of motor skills and health fitness. The intent should not be to 
develop the star ath lete. Rather, it is to note individual progress (or lack thereoQ 
and to plan activities that assist individuals toward acquiring good motor 
patterns. Children who develop mature fundamental patterns in running, 
jumping, hopping, skipping, kicking^ throwing, catching, and striking (to list 
a few) will be able to participate successfully in a variety of games, sports, and 
dances. They may ultimately choose to specialize in one competitive sport nr 
specific activity, but they will have the basis for being involved in many 
physical pursuits. Likewise, children who do not acquire these basic fundamen- 
tal motor skills are severely restricted in opportunities for participation in most 
ofthe enjoyable childhoodphysical activities. When participation is decreased, 
the chances of excelling in even one area are remote. Also, since movement 
is important to children, those individuals who cannot participate easily often 
miss out on the socializing opportunities and rewards inherent in group games 
and sports. Moreover, these individuals can be ostracized and ridiculed by their 



peers. Therefore, early childhood teachers must realize a major value of 
motoric assessment is to assist children in achieving individual potential. This 
includes both identifying where children are in their development and planning 
what they need to accomplish next. 

Developmental Screening, Another reason for preschool motoric assess- 
ment is to evaluate early signs of delayed motor patterns in order to spot 
potential long-term problems or to determine if an individual is a later maturer 
who has normal patterns. This distinction is not easy or clearly defined in early 
childhood. Often, the child who has problems will exhibit characteristics (e.g. 
lack of dynamic balance, use of too much force, inappropriate planning) that 
are common and normal for the preschool level. However, developmental 
screening of a variety of skills will provide an overall assessment of a child's 
motor profile. If a child exhibits immature patterns on many skills and shows 
the characteristics mentioned previously, then she/he may be a candidate for 
early intervention strategies. The assessment provides data upon which to 
develop early intervention programsat atime when thechances for remediation 
are greatest. As Hobbs (1975, p. 89-90) indicates, 

Prevention is more effective and more economicaK as a rule, 
than repair; it is better to identify problems early and correct 
them promptly than to let them grow until a crisis requires action. 
Indeed, for many developmental functions (such as hearing handicap) 
undue delay in treatment may lead to irreversible developmental damage. 

For large motor skills, the preschool and early elementary years are the 
critical ones for intervention. Those are the times when skills are developing 
and the years in which the greatest modifications can be made. As Nash ( 1960) 
wrote, there is a primary age for learning motor skills. He called it the **all 
essential, crucial, skill learning decade.** He indicated that the decade may be 
ages 4-14, or 6-16, but more likely was 2-12 years. 

Preschool teachers are indeed challenged when reflecting upon the impli- 
cations of assessment for each child and the myriad of purposes available for 
assessment. They may feel overwhelmed when planning for appropriate motor 
activities and assessment. It should be helpful to focus first on the children and 
their needs and to then think along the lines of the "Success-Failure S yndrome.*' 
Lichtenstein and Ireton (1984) discuss a similar concept they call "Self- 
sustaining Cycles These ideas embrace a concept of '^success breeds success: 
failure generates failure." If children are successful in movements, they 
experience joy and are intrinsically and extrinsically rewarded for their 
performance. Consequently, they are motivated to continue moving and 
practicing and they develop positive physical concepts and skills. At those 
times when they do fail in skills, they are not devastated and will continue to 
try and master the task. Conversely, if children fail often, they begin to 
withdraw from activity and they lack expectations of success. They become less 
motivated to participate and, therefore, experience more failure. The gap 
between their skills and those of the '^successful" child only widens as children 
get caught in the failure loop. Therefore, it is vital that any motoric assessment/ 
evaluation that is done be completed with the idea of ensuring that children arc 
maintained in or advanced to the success loop (see Figure 2). 
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Figure 2 

Success-Failure Syndrome: Interaction with Assessment 
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Quantitative and Qualitative Assessment 

Two types of measurement scores generally used in the assessment of 
motor skills are quantitative (distance, time, accuracy) and quaii»ative (form, 
pattern). Quantitative measures have been the most widely obtained and 
reported scores overall. However for early childhood ages, qualitative mea- 
sures are the more meaningful scores to obtain first. Qualitative assessment will 
provide teachers with an understanding of how children are moving. The 
pattern or form that the children use in the execution of a fundamental motor 
skill is determined without regard to the quantitative outcome of the skill. For 
example, when assessing an individuaPs ability to catch an object, one could 
determine (a) what pathway the arms and hands used in the catching attempt, 
(b) if the object is secured with the use of the chest, (c) if the object is caught 
with the hands only, or (d) if the individual can move in relation to the object^s 
flight and catch with the hands. This qualitative assessment of catching ability 
views the form used by students while executing t.ieir attempts. A quantitative 
approach to assessing catching skill would be to count the number of "success- 
ful" catches without regard to the pattern the child used in attempting the task. 
It has been our experience in the Motor Development Laboratories at Michigan 
State University that a quantitative score of, for example, 7 of 10 successful 
catches can describe a child in an immature level of development (stage 1 on 
Table 3) as well as one who shows mature characteristics (stage 5). Therefore, 
in the developmental years of preschool and early elementary, quantitative 
scores by themselves do not adequately assess the motor performance of 
children. In fact, until any individual at any age reaches a mature pattern in 
executing the fundamental motor skills, quantitative assessment as a sole means 
of evaluating performance should be avoided. During the development of any 
skill, a qualitative measure should be used to determine a child's progreiis 
toward mature execution. A qualitative measure that is appropriate is to score 
a skill based on established developmental sequences. 
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DevelopmentalSequences, Rating motorskills via theuse of developmen- 
tal sequences necessitates viewing those skills on a continuum from immature 
to mature (see Figure 3)» At certain points on the continuum, a group of 
characteristics com monly displayed by c hildren is identified by a ''stage," (also 
called steps or levels). Children do not jumpabruptly from one stage to the next, 
but there are periods of transition where the performance is changing, improv- 
ing, and displaying some of the characteristics of a subsequent stage. 



Figure 3 

Model of a Developmentai Sequence 



Immature 



Mature 



Stage 
1 + + 



Stage 
--2+ + 



Stage 
"3 + + 



Stage 
•-4 + 4 



Stage 
-5 + + 




Table 3 provides a summary of the dcveIopr>cntal sequcncecharacteristics 
of 10 fundamental motor skills developed at Michigan State University. These 
stage characteristics were identified and refined by viewing films of thousands 
of children performing the skills over a period of 20 years. This summary grid 
provides teachers with a means for assessing the qualitative performance of 
children in their classes. 



Table 4 

Age in Months Which 60% of Children Perform at Specific 
Devek)pmental Levels of Selected Fundamental Motor Skills, by Gender,* 



Stage 12 3 45 

Skill MFMFMF M FMF 



Catching 


24 


22 


39 


39 


50 


50 


70 


59 


80 


76 


Hopping 


34 


28 


45 


42 


64 


58 


89 


85 






Jumping 


23 


23 


45 


44 


7^ 


73 


11 


20 






Kicking 


20 


20 


40 


45 


53 


73 


84 


97 






Running 


22 


19 


26 


24 


40 


40 


48 


60 






Skipping 


59 


57 


65 


63 


78 


70 










Striking 


23 


23 


30 


32 


42 


43 


86 


102 






Throwing 


15 


15 


38 


42 


45 


56 


53 


72 


60 


99 



* Adapted from: Sccfcldt, V., & Haubenstrickcr, J. (1982). 

In addition to developmental sequence description, data collected in three 
different laboratory programs (Motor Performance Study, Remedial Motor 
Clinic, Eiu-ly Childhood Motor Dcvclopmcnl Program) at Michigan Slate 
University provides teachers with more information upon which to assess and 
understand the motor performance of young children. Table 4 depicts the age 
in months at which 60 percent of children exhibited specific stages of 
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development on eight fundamental motor skills. These data depict that by age 
6 years (72 months), boys and girls were able to show mature patterns in only 
two skills (running and throwing for boys: running and skipping for girls). At 
that same age, girls showed near mature performance in catching and were one 
stage below mature in jumping, kicking, and throwing. Boys exhibited one 
stage less than mature in catching, jumping, and skipping. Four of these skills 
(hopping, jumping, kicking, and striking) reach maturity in 60 percent of 
children from age 7-10 years. These data indicate that, qualitatively, the 
fundamental motor skills are developing during the preschool years and» 
therefore, should be a primary means of assessment during these ages. 

Composite and Component Assessment Two methods of defining 
developmental sequences are the composite (total body) and the component 
(body segment) approaches. TableSprovidesasummaryofcharacteristicslhat 
have been identified using composite analysis. This approach suggests that the 
developmental movement changes that occur in the vai ious body segments are 
interrelated and exhibit enough commonality in occurrence to provide a 
cohesive way of assessing performance. Proponents of the component ap- 
proach develop separate developmental sequences for appropriate body seg- 
ments. They believe that segmented changes are independent of each other and 
should be assessed separately (Ulrich, 1987). Table 5 provides an example of 
a developmental sequence for the skip using the component approach. Indi- 
viduals who use this method for assessment would view the leg and arm action 
separately. Each child would be given two number scores (e.g. 1-1, 1-2, 2-1) 
that correspond to the steps in leg action and arm action components. Descrip- 
tions for developmental sequences of other skills using component analysis can 
be found in Developing Children — Their Changing Movement (Robcrton & 
Halverson, 1984). 

Table 5 

Developmental Sequences of the Skip: 
Component Approach* 

Leg Action Component 

Step 1 . One-footed skip. Other foot just steps. 

Step 2. Two-footed skip. Flat-footed landing before weight is transferred. 
Step 3. Two-footed skip. Landing is on ball of foot. Increased bodyiean. 

Arm Action Component 

Step 1 . Bilateral assist. Arms pump up together during weight shift from 
hopping to skipping foot and down during takeoff and flight. 

Step 2. Semiopposition. Arms first swing up bilaterally with both hands 
in front of the body. A differential shift occurs backward with 
the arm of the stepping foot traveling back farther. 

Step 3. Opposition. Arms move in opposition to the stepping leg. At no 
time arc both hands in front of the body. 

♦Adapted from Robcrton & Halverson (1984). 
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Regardless of which developmental sequence approach is used to assess 
fundamental motor skill patterns of children, the important factoi is that a 
qualitative evaluation is done. The analysis of the form exhibited by Ihc 
children can then be used to plan appropriate, relevant, developmental activi- 
ties. In turn, these activities should assist children in achieving a higher level 
of performance in their fundamental motor skills. Appropriate quantitative 
scores (e.g. jumping distance, 30-yard lun times, throwing velocity) may be 
used to supplement the qualitative stage measures. Taken together these data 
provide good information that teachers, administrators* and parents can use to 
(a) evaluate their educational objectives and (b) provide a sound, data-based 
educational plan that meets the needs of each child and helps that child achieve 
individual potential in acquiring fundamental motor skills. 

Health-Related Fitness 

A concern of educators, pjircnls, and physicians is Ihc degree of health 
fitness of youngsters in this nation. Many adults believe that altitudes toward 
healthful lifestyles should be inculcated in the young child. However, little 
research is being conducted to assist preschool teachers and parents in 
determining an appropriate fitness level for these children and reliable ways to 
assess the established levels. In the absence of specific guidelines recom- 
mended by professional organizations, many teachers have relied on other 
sources that guide discussions about why exercise is important and that provide 
ideas about types of exercise for children. A recent edition of Weekly Reader 
(1990, November), designed for the first-grade child, published a lead article 
entitled ''Exercise." It said, 

Exercise is in the news. 

Exercise helps keep people healthy. 

Some people do not like to exercise. 

They say it is too much work. 

Do you exercise? 

Do you walk? 

Do you run? 

Do you ride a bike? 

Or do you swim? 

Try to exercise every day. 

Articles of this nature provide an excellent beginning for children in under- 
standing healthy activity patterns. Its weakness, though, is that it does not state 
the necessary duration of the suggcstcdacti vity probably because none has been 
established by professional organizations. 

It is extremely important to teach a concept of sustained activity (duration) 
during the preschool years. And, it is critical to assess the ability of young 
children to participate in a cardiovascular activity for a set time frame. To test 
the feasibility of administering such a test to preschool youngsters, a pilot study 
was conducted on twenty-two 4-year-oId children enrolled in a child develop- 
ment program at Michigan State University. The specific objectives were to 
determine (a) if thcsechildrcncouldcompletea9-minutc walk-run test protocol 
and (b) if their distance scores would approximate those for 5- and 6-year-old 
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children published in the Physical Best fitness manual (McSwegin, Pemberton, 
Petray, & Going, 1989). A rectangular course was marked off in 1-yard 
intervals and was decorated with posters for visual stimulation and Iianging 
balloons that the children could tap with their hands as they rounded a comer. 
Lively music designed for children was played during the run time to motivate 
students to continue. An adult *'ran** with each group of three to four children, 
while another adult tallied the number of completed circuits for each child. 
Positive reinforcement and encouragement were provided for the duration of 
the run. Children were praised after their runs and all received stickers for 
participating. 

The results of this study were encouraging. All but one child completed 
the 9-minute activity and that child legitimately had to go to the bathroom . The 
average distance score ranked rjound the 25lh percentile rank of distances run 
by 5- to 6-year-olds. Moreover, the children were proud of their accomplish- 
ments and returned to their classrooms smiling and happy. This pilot study 
provides initial evidence that it is possible to assess fitness via sustained activity 
levels in 4-year old l>oys and girls. It is important, therefore, for teachers to 
establish objectives for duration of activity and subsequently to test for 
improvement in this area. For example, children could be pretested on the 9- 
minute run for distance. If the children completed that task, teachers could 
incorporate objectives and activities that would require the children to be act ive 
continuously for 10, 12, 15, and eventually 20 minutes. A post-test on the 9- 
minute run should result in an improved distance travelled during the run. 

While sustained activity level is an appropriate iirca for assessment, other 
items typically incorporated in fitness tests should be avoided. Sit-ups, push- 
ups, pull-ups, arm hangs, and fiexibility items are not the most relevant areas 
to spend time on in ciirly childhood. Those tests can be administered soon 
enough in elementary school after motor skill development and sustained 
activity levels have been monitored during th : preschool and early elementary 
years. 

Techniques of Assessing Children 

Assessing children in any domain (motor, cognitive, affective) requires an 
examiner who (a) is sensitive to children's actions (or inactions), (b) exhibits 
patience and fiexibility, and (c) is thoroughly prepared to administer the 
instrument. These attributes and actions will help an examiner establish and 
maintain rapport with the children. This is critical to obtaining data thai ;ire 
reliable as well as usable and meaningful to the teacher and parents. 

Assessment Environment 

Establishing rapport with e -children to be tested should be of paramount 
importance to an examiner as go.»d rapport will facilitate the assessment. 
Children need to trust individuals who assess them and should be comfortable 
with the asses:>ment environment. If a child is not ready to cooperate, then the 
testing should not proceed. 

In our laboratories we begin the establishment of rapport prior to the child 
coming for the assessment. Weexplaintotheparentswhatwillhappenandhow 
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to assist llicir child in being prepared for the session. Chief am " our 
suggestions is to avoid using the word tesL We talk instead aboui "helping the 
people at MSU to find out what games children of different ages like to play/* 
This concept is reinforced by the examiner at the beginning of the sessions as 
wc tell the childrcn/*We need to find out what games are best foreach age. You 
can help us do that by trying each activity. Some games might be real easy. 
Some might be harder. That's okay because the hard ones probably should be 
put in the group for older children. You can tell us if the game we play should 
be for hoys and girls who are 7 years old" (use an age alx)ut 2 years older than 
the child). This technique provides a way to minimize a child's frustration and 
sense of failure during the session as well since any negative outcome can be 
attributed either to the game being inappropriate for the child^^ age or to the 
examiner having made a mistiike in putting that task with the set of games being 
played with the child. 

OJher practical suggestions that help to provide a good assessment 
environment for children are to: 

• Have children wear clothes in which they lire comfortable to move. 

• Schedule plenty oftime so that the child is not rushed and has adequate 
time for snacks or toileting needs. 

• Decorate the room with child-orienledp()stcrs» balloons, orother items 
as a means to atu-act interest and promote interaction. 

• Show tlic child the "list of games" to l>e played. 

• Explain about any equipment (e.g. stopwatches) that may be unfamil- 
iar to the child. 

• Allow guided exploration with the equipment toeasc thechild into the 
actual assessment tasks. 

• Test children in a familiar area (home, classroom) or unobtrusively as 
they play with other children in the progrmn. 

Individual test sessions are appropriate at the prcsch(X)l level and allow 
examiners to concentrate on the feelings and actions of the individual child. 
However, assessing children in small groups of three to five with one"pcrfomi- 
ing" at a time has been used with success in our laboratories. In fact, preschool 
children are not self-conscious in a small group situation and seem to be less 
intimidated than when confronled by an individual assessment. In small group 
sessions, videotaping becomes an effective tool to record performance. More- 
over, children enjoy l>eing filmed and like the idea of "making a movie." 

A prepared examiner is the rail key to providing a good assessment 
environment. Examiners who are thoroughly familiar with the test protocol and 
the needed data can direct an assessment session with ease. Sensitive 
examiners, who take cues from children but are not controlled by them. They 
use their own judgment regarding when to begin collecting data or when to stop 
or deviate from the protocol. "Flexibility and good judgment are needed in 
dctcrmuiing whether to plunge ahead, to introduce a break, or to terminate the 
session. At limes, a balance must be struck between maintaining standardized 
adminis»ration procedures and responding to the child's needs" (Lichtenstein 
& Ireton. 1984, p. 76). 
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Common Concerns 

Three other ares of concern whcri assessing motor skills and fitness of 
preschool children are developmental levels of the children, reliability of the 
results, and extent of parental involvement. Most adults know that preschool 
children have short attention spans, are apprehensive about new situations, and 
can become tired quickly. However, those same adults often fail to account for 
these normal developmental characteristics when planning motorand/orfitncss 
assessments. Children should not be blamed or punished when they become 
distracted, shy, silly, or irritable. Rather, the examiner and parents need to 
remind themselves that these arc normal traits for yonng children and should 
plan shorter sessions with breaks to meet the needs of the children. When the 
developmental levels of the preschoolers are taken into consideration, the data 
obtained will more likely be accurate and meaningful. 

The reliability of the scores for the motor performance and fitness levels 
of the children is a concern. Teachers must have faith that the measures reflect 
an accurate representation of the abilities of the children. Maximum reliability 
can be attained when examinersknow the test protocol and objectives and when 
observations are recorded at several different times. In addition, subjective 
comments, notes, or observations should be written to clarify or expand the 
records. Reliability is increased when children are motivated to provide 
maximum effort. Maximum effort is ensured when children enjoy a task, when 
they arc positively reinforced or encouraged for their performance, and when 
they understand the task. 

Videotape records are excellent tools to increase the reliability of results. 
Videotaping eliminates the need to record data on-the-spot. It allows teachers 
to concentrate on the children and their needs and allows the data to be gathered 
laterata less hectic time. Also, it isa permanent record that can be used to clarify 
performance and to show parents at conferences. 

Collaboration with parents is crucial to the success of any educational 
endeavor. This partnership should begin with assessment. Parental reports on 
achild'sperceivedabiliticsor problems should be obtained. This could be done 
informally with an oral dialog or formally with an interview or written 
questionnaire. Some parental reports are more useful than others to teachers. 
But, each report can provide some information that can contribute to the motoric 
and fitness advancement of the child in question. 

It is important, as well, for parents of preschoolers to observe the 
assessment session. This provides them an opportunity to see their child's 
performance and behavior and to observe how their child reacts to success and 
failure and interacts with thepersonnel. Parents, then, i\rc able to ask questions 
of the examiner or teacher in postassessment sessions and feel part of the 
educational process. If parents arc involved from the beginning, they feel 
empowered and tend to support the actions taken by teachers. They also will 
be more likely to reinforce activities at home or begin to provide physical 
activity opportunities for their youngsters. 
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Summary and Recommendations 

The ability to move with ease and efficiency contributes to the overall 
development of preschool andelementaryagechildren. Improving motor skills 
and establishing healthy activity patterns can have immediate and long-term 
benefits to the physical, affective, and cognitive development of individuals. 
Because of the importance that acquiring motor skills has for children , it is vital 
that educators attend to objectives in the motor domain and evaluate the 
progress of their students on an ongoing basis. 

Teachers need to make informed decisions about what to assess based on 
a review of program objectives and needs of children. This review should be 
completed with the purpose of helping individuals reach their potential and 
evaluating for early signs of delayed motor pattenis. Motor assessment is 
valuable when the results (a) help teachers evaluate which children may be 
caught in a "failure loop'' and (b) provide data upon which to devise activities 
to move the boys and girls to the ^'success loop." 

Qualiliitive assessment through the use of developmental sequences 
pro\ ides teachers with an understanding of how children are moving. The 
performance of the children can be rated on a continuum from immature to 
mature. Data indicate that Ihe fundamental motor skills are developing during 
the preschool yearsandaherefore, qualitative assessment should be the primary 
means of evaluation. Quantitative scores do not adequately assess the motor 
performance of children imd should be used as supplementary information to 
that on motor performance pattern development. 

The heallh-related fitness of preschool children needs attention. Recent 
research indicates that it is feasible to administer a 9-minute run/walk test 
protocol with 4-year-old children. It is important for teachers to set objectives 
pertaining to sustained activity levels and to test for improvement by the 
children. 

In order to be successful and obtain reliable data when assessing children, 
examiners must take time to establish rapport and trust with parents and 
children. The examiners must be sensitive, flexible, patient, and thoroughly 
prepared. Children need to be comfortable in theassessment environment. This 
can be accomplished by taking developmental levels into account and by 
empowering parents to assist in the process. 

Helping children mature motorically and physically in devclopmentally 
appropriate ways should be the goal of early childhood programs. Teachers, 
parents, and administrators should maintain sight of this goal as program 
objectives are estahlis^'ed, the performance of children is assessed, and 
evaluations are made on motor prowess and fitness levels. 
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Resources 

This section provides a list of resources that would be helpful for teachers. 
It includes one monograph and three assessment instruments. 

Bruirinks,R, H. (1978). Bruininks-Oseretsky test of motor proficiency. Circle 
Pines, MN: American Guidance Service. 

This test assesses the gross and fine motor ability of children ages 4 1/ 
2 to 14 1/2 years. It is comprised of 46 separate items divided into eight 
subtests(running speed and agility, balance»bilateralcoordination»strength» 
upper-limb coordination » response speed, visual-mctor control, and upper- 
limb speed and dexterity). l5esigned to be administered individually, this 
test takes about 1 1/2 hours for the complete battery and about 30-45 
minutes for the short form. Strong points include good technical informa- 
tion, national norms by gender and 6-month age intervals, and an excellent 
examiner's manual. This test is quantitative in nature and needs to be 
supplemented with qualitative information. 

Langhorst, B. H. ( 1 989). Assessment in early child fwod education :A consumer' s 
guide. Portland, OR: Northwest Regional Educational Laboratory. ED 
307 980. 

This monograph is written for use by early childhood educators or 
administrators to guide their selection and use of early childhood assess- 
ment instruments. Its primary focus is on standardized, published tests, and 
a review of more than 50 instruments is provided. Included arc excellent 
discussions on issues in early childhood assessment and criteria for 
selection of instruments. 

McSwegin, P., Pembcnon, C, Petray, C, & Going, S. (1989). Physical best. 
The AAHPERD guide to physical fitness education and assessment. 
Reston, VA: American Alliance for Health, Physical Education, Recre- 
ation and Dance. 

The focus 0^ Physical Best is health-related fitness. Its main objective 
is to motivate all children and youth to engage in physical activity which 
promotes health and well-being. This easy-to-interpret manual provides 
chapters on education (program planning, goal setting) as well as assess- 
ment (tests and interpretation, implementation, health fitness standards). 
The health fitness standards used by Physical Best allow students to 
compare their scores to a measure identified as the health fitness standard 
required for individuals to be healthy. Therefore, students are encouraged 
to improve their own fitness level and not to compare to norms such as 
percentile rank. This manual and test kit are a **must have'* for those 
educators interested in the health-related fitness of their students. 

Ulrich,D. A.(1985). Test of gross motor development. Austin, TX: Pro-Ed. 
The TGMD is designed for children ages 3- 1 0 years and evaluates the 
qualitativeaspccts of locomotorand object control skills. The 12 test items 
represent content frequently taught to children in preschool and early 
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elementary grades and can be scored by a wide variety of professionals with 
minimum training. Individually administered, the TGMD ;akes about 20 
minutes per child. Strengths of this instrument include having good 
technical information and examiner's manual, providing criterion-based 
information that can be used for instruction, and providing documentation 
of student progress and program effectiveness. In addition, Ulrich has 
standardized this instrument, making it one of a few that publishes norms 
for a qualitatively designed instrument. This manual and test kit would be 
an excellent addition to the early childhood educator's resource library. 
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Health Assessment and Intervention 
Techniques for 3-^ 4-^ and 5-Year-Old 

Children 



Victoria Hertel, RN, MS 



Introduction 

With the passage of Public Law 99-457 in October 1986, local school 
districts have become more involved in identifying and providing or coordinat- 
ing services for young children with special needs and for some without special 
needs. 

The health professional in the local school district is usually the school 
registered nurse or the public health school nurse. Other registered nurses 
involved with young children in an educational setting are those in Head Start 
and community center board school programs. All of these registered nurses 
have a responsibility to coordinate health information and assist the school to 
prevent duplication of health services. Through theirscreening and assessment 
of young children, there is the opportunity to not only identify those children 
known to have special health needs, but also to identify those who have a special 
health need that has not been previously noted. 

During the identification phase of the screening program, five functioning 
areas (educational physical, social, psychological, and communicative) are 
screened. Further assessment is done if a potential problem is identified. These 
young children have a variety or combination o f medical care providers. Some 
may have no '^medical home," if the family is low income or moves frequently. 
A local assessment of medical care providers used by these children might 
identify private physicians, the public health well-child clinic, and public and 
private institutions such as a children's hospital or a university medical center. 

It is recognized that other professionals in the school setting will probably 
be assessing functioning levels in the educational, communicative, social, and 
psychological areas, particularly when there is no school nurse on site. The 
nursing assessment of those areas is designed to support and identify the 
functions that would be picked up in the routine physical assessment. Referral 
should be made to the appropriate school professional for further assessment in 
those four areas if a need is identified. Care should be taken to stress that all 
children need a medical home where ongoing preventive health service can be 
provided on a routine basis. The screening and assessment of the child in the 
school setting is not to replace the care and guidance in the medical home. 
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The anticipatory guidance section of this paper is written for registered 
nurses, as well as for the other professionals working with the child. Again Jt 
identifies screening and assessment components and intervention recommen- 
dations. It is expected thatall school personnel working with these preschoolers 
will be providing guidance. 

For the purpose of this chapter, nursing screening, assessment, and 
intervention techniques have been limited and serveonlyasaguideto stimulate 
interest and further development by the professional nurse. Several additional 
resources to use in this endeavor are listed at the end of the chapter. 

Nursing practice is regulated by the Nurse Practice Acts of each state and 
by Standards of Nursing Practice. These standards have a strong emphasis on 
the nursing process of data collection, nursing diagnosis, planning, interven- 
tion, and evaluation. The following guide is to be used within this nursing 
process. A good basic knowledge of the characteristics of 3-, 4-, and 5-year- 
olds is essential before undertaking a nursing assessment and providing 
intervention counseling with parents. 

This chapter was adapted from the Guidelines for flealth Assessment and 
Inten'ention Techniques for 3,4, and 5 Year Old Children (Colorado Depart- 
ment, 1988). 



Physical Assessment and Intervention 

Nursing Assessment of Physical Developmenv 

A. Subjective 

History infonnation is to be gathered from the parents and child prior to and 
during the physical examination. Since the child may receive booster 
immunizations, the nurse must carefully assess what the child has received 
in the past, noting any unusual reactions. 

B. Objective 

1 . A complete, unclothed physical examination is to be performed by the 
nurse. 

2. Ifthere isa concern with wetting, the nurseshould look for any obvious 
physical findings that might explain the child's inability to be toilet 
trained (i.e., urethral malformation or chronic urinary tract infec- 
tions). A referral may be indicated. 

3. To assess the physical developmentof the child, the nurse will directly 
observe and interact with the child, while doing the physical exami- 
nation. Young children enjoy being included and like games and 
action activities that can easily be incorporated into an office setting. 
The nurse can gain valuable information by including the child in the 
assessment process. 

4. Vision and hearing acuity must be assessed by screening. Observe for 
amblyopia (reduced vision). 

5. Appropriate developmental screening tools will provide information 
in assessing the child's developmental status. 

6. Height and weight measurements are to be taken and graphed on 
growth charts and compared with previous findings. 
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7. Blood pressure must be measured and recorded. 

8. Since the effectiveness of these screening measurements depends 
upon accuracy, the nurse must work around the preschooler's short 
attention span, curiosity, and increased activity level in order to obtain 
valid data. 

9. Other health care providers may also do the assessment of physical 
development. Compare your findings with theirs. 

Intervention/Guidelines for Physical Development 

A. Growth and Motor Development 

1. Parents should be told if the preschool child's growth rate is usually 
slow. 

2. Parents of the 3-year-old should make available age-appropriate toys: 

scissors, large beads, crayons, and other materials which will enhance 
the child's fine motor development. Swings, tricycles, and activities 
that include running and jumping will help develop gross motor 
function. 

3. Activities that enhance fine and gross motor skills of the 4-year-old 
should be encouraged, such as experimenting with crayons, scissors, 
puzzles, running, hopping, climbing, jumping rope, skipping, throw- 
ing and catching balls. Participating in well-supervised gymnastics 
classes can be fun as well as beneficial for the child's developmental 
growth. 

4. The 5-year-oId wants to be independent. Parents need to encourage this 

by giving the child the opportunity to be independent while maintain- 
ing appropriate limits. Parents need to provide the child with 
reassurance and guidance in adjusting to school/group needs. 

5. The 5-year-old child wiil learn to be more skillful with his or her hands 

if given assistance and an opportunity to Icarn. Parents need to make 
available materials that will enhance fine and gross motor develop- 
ment, such as crayons, markers, small beads for stringing, jungle 
gyms, tricycles, or other items. Handedness is established by 4 years 
of age — do not try to change. 

B. Activities of Daily Living 

1 . The child should be encouraged to be independent around activities 
of daily living such as brushing teeth, bathing, dressing, and toileting. 

2. Dental care should be obtained on a yearly basis for caries prevention 
and treatment. 

3. The 3 year old should be encouraged to take a daily nap; 4-year-olds 
need approximately 12 hours of sleep per day. 

4. Parents should be reminded that occasional toileting accidents are 
normal for 3- and 4-year-olds as they get busy and don' t want to take 
the time to go to the bathroom. The 3-year-old child may not be dry 
at night. 

5. Discuss with parents the possibility of normal regression of toilet 
training with regard to stress. If regression is a problem or a potential 
problem, encourage the parents to be patient, understanding, and 
supportive, and the child will eventually resume the previously 
learned task. 
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6. Parents need to provide a nutritious, balanced diet. 

C. Health Behaviors 

1 . Parents should understand the powerful influence that their own health 
behaviors will have on the child. Nurses and others should begin 
teaching the child some appropriate health behaviors such as hand 
washing, sneezing/coughing precautions, use of seatbelts. 

2. The nurse should check to see that immunizations are current. DPT 
(diphtheria, pertussis, tetanus) and OPV (polio) boosters are usually 
given at 5 years of age. 

3. Health care needs should be professionally supervised every 12 
months. 

D. Aftcrlhe nurse complete.^ 'he assessment of physical growth and develop- 
ment, using the physical t/.amination and appropriate screening tools and 
tests, he or she is to analyze the data and summarize physical functioning 
by identifying both the strengths and weaknesses of the individual child. 
This information should be shared with the parents/guardians and other 
appropriate individuals, such as health care providers. 

E. Refer any child that is having particular physical and/or significant 
developmental delays, to the appropriate specialist. 



Intellectual and Verbal Screening and Intervention 

Nursing Screening oflntellectual and Verbal Development of 3-, 4-,and 5- 
Year-Olds 

A. Obtain information by interviewing and observing the child and parent. 

1. How long can your child stay involved with a game or project? 

2. Does he know his full name, sex, and possibly his address? 

3. Docs she talk in well-formed sentences, using proper word choice? 

4. Docs he know the difference between good and bad behaviors? 

5. Doessheenjoy playing simplegames with others? Does she understand 
what it means to take turns? 

6. Is he able to follow simple instructions and understand simple 
explanations? 

7. Is she interested in new activities? Docs she comprehend new ideas 
quickly? 

B. Screening tools to help identify the child's intellectual and verbal develop- 

ment may be used. 

C. Other educational professionals will do the assessment of intellectual and 

verbal development. The nurse should compare his or her findings with 
theirs. 

Intervention/Guidelines for Intellectual and Verbal Development 

A. The child should be encouraged to apply concepts and language to familiar 
and enjoyable situations, as this helps the learning process. 

B. It is important for parents to be aware of their child's particular level of 
development and provide opportunities for intellectual growth. 

C. Speech and language development can be enhanced by teaching the child 
to listen to stories and songs and to other children. 
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D. Encourage the child to express thoughts, frustrations, and feelings. 

E. Parents should observe the child in pret.'<nd play, noting if the child is able 
to differentiate between reality and fantasy. 

F. If occasional dysf luency is noted, parents should be encouraged to be patient 

with the child and let him or her say these words and sentences without help. 

G. Encourage interaction with other children of the same age or slightly older 

(e. g., through church school, preschool, library group). 

H. Encourage activities that require the child to figure things out, which 
encourages problem solving and independence. 

I. Any child who exhibits problems, questionable findings, and/or delays in 

verbal expression cr understanding shouldbe referred toaspeech/language 
specialist. 

J. Any child who exhibits questionable findings, problems, and/or delays in 
learning and comprehension should be referred to an educational 
specialist. 



Emotional and Social Screening and Intervention 

Nursing Screening of Emotional and Social Development for 3-, 4-, and 5- 
Year-Olds 

A. Obtain information by interviewing and observing the child and parent. 

1. How would you describe your child? Friendly? Irritable? Coopera- 
tive? Aggressive? 

2. Have you observed aggressive behavior from your child? If so, why 
was she being aggressive and how did she express her fcchngs? 
Verbally? Physically? 

3. Have you observed mood swings, where one minute the child is happy 
and the next moment he is tearful? 

4. Docs she enjoy playing with other children her own age? Docs he play 
well with other children? Share toys? 

5. If there arc siblings in the home, how does she get along with them? 
What arc their ages? 

6. How often do you leave your child with other people? How docs he 
respond to being left? 

7. If the child is not in kindergarten, is she in a preschool program or a 
play group? If so, how docs she respond when you leave? What kind 
of reports do you get from teachers or other adultscaring for her? Docs 
she look forward to these forms of socialization? 

8. When your child entered kindergarten, did you notice any type of 
aggressive behavior? Withdrawn behavior? If so, has it resolved (for 
5-year-olds only)? T 

9. Have you observed him in pretend play? If so, have you noticed his 
increasing interest in gcndcr-rclated roles during the play? 

10. Is your child beginning to be aware of sex roles? What types of 
questions or comments is she making? How do you respond? 

11. Have you observed your child in activities in which he is trying to 
please the parent of the opposite sex, at times being almost competitive 
with the parent of the same sex? 



12. When disciplining your child, have you noticed that she responds 
better to suggestions and rewards for positive behavior, rather than 
commands? 

1 3. Docs your child enjoy ritualistic practices such as reading a book or 
being read to at bedtime? Always or occasionally? 

14. Does he exhibit any behaviors such as constantly picking his nose or 
biting his fingernails? 

15. Is the child able to perform aU toileting activities by herself? Is your 
child completely bowel and bladder trained for day and night? How 
do you ha'^dle bed-wetting episodes? Children experiencing bowel 
and/or bladder problems should have a thorough history, physical 
exam, and urinalysis. (Referral may be indicated.) 

B. The nurse needs to observe the child and parent during the health visit in 

order to accurately assess the child's emotional and social involvement. 

C. Other educational professionals will assess the emotional and social 

development of the child. The nurse should compare findings with theirs. 

Intervention/Guidelines for Emotional and Social Development 

A. The child needs to feel secure, loved, wanted, and accepted at home and 
at school. 

B. It is important that the 3-ycar-old be allowed to experience a variety of 
social encounters with appropriate guidance and reinforcement so thai 
personal/social behaviors develop normally. 

C. Preschool and day-care settings are important and helpful in preparing the 
child for kindergarten. One of the most important aspects of preschool is 
teaching the child to become social. Thechildnecdsto learn how to be part 
of a group and how to play with peers and share objects such as toys and 
books. 

D. Kindergarten is important; what is learned at school should be reinforced 
and encouraged at home, which means parental involvement and commu- 
nication with school. 

E. Reassurance and guidance from adults is still needed for the 5-year-old in 
adjusting to school and group activities. 

F. Children of this age need limit setting, time out, and time alone with 
parents. 

G. The 3-year-old generally responds better to suggestions and positive 
reinforcement than to commands, 

H. The child should be encouraged to express inner feelings, anxieties, and 
fears. 

I. Parents need to be encouraging, involved, and supportive in the child\s 
activities and accomplishments. Give praise for a job well done. 

J. Ritualistic practices are important to the child, especially around bedtime. 
K. The 4- and 5-year-old child needs to be given age-appropriate tasks to do, 

such as setting and cleaning up the table, or any activity that enhances 

independence. 

L. Since all small children go through the Ocdipal phase, parents should not 
be concerned, unless a child becomes excessively fearful or antagonistic. 
A degree of guilt is often seen in these children because they secretly wish 
the same sex parent would vanish. 
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M. After the nurse completes the assessment ot'emotional and social develop- 
ment, using observation and appropriate screening tools, he or she will 
analyze the data and summarize the social/emotional functioning by 
identifying both the strengths and v^eiiknesscs of the child. This informa- 
tion should be shared with the parents and other appropriate persons. 

N. Refer any child that is having any emotional/social problems and/or 
significant developmental delays, to the appropriate specialist. 

0. Ifbcd-wcttingisaconcemat5yciirsofageandhasnoorganicbasis,parent.s 
should be counseled as to management through behavior modification 
techniques. 



Anticipatory Guidance of Childhood Activities for Parents of 
3', 4-, and S-Year-Olds, 

Safety and Accident Prevention — obtain information by interviewing and 
observing the child and parent 

A, Assessment of safety and accident prevention. 

1. Does yourchildweara scat belt or use an approprialccarseat whenever 
riding in a ci\r or truck? 

2. Even though your child is getting older, is your house still poison 
proofed? Are matches, cleaning supplies, medications, fire:irms, and 
any other obvious hazards out of reach? 

3. Do you have ipecac in the home? Is the poison control center's 
telephone number easily available by the telephone? 

4. With what types of toys and games does your child play? Are they 
safe? 

5. Is an adult present when your child is playing outside? 

6. Does your child venture into the street often? Is so, how do you handle 
this situation? 

7. When swimming, is theie always an adult who can swim actually 
observing the child at all times? 

8. Ifyourchildseesastrangedog,howdocssherespond? Doesshecome 
in mid tell you or docs she walk up to the dog and pet it? 

9. Docs your child know what to do in case of a fire in the house? 

10. Docs your child knov/ his name, address, and telephone number? 

B. Intervention/Guidelines for Parent Counseling Safety and Accident Prevention 

1. For 3- Year-Olds 

a. Regular automobile seat belts may be used between 3 and 4 years of 
age or at a weight of 40 pounds. 

b. Continue to keep knives, matches, medications, poisons, cleaning 
products, firearms, and other harmful items out of reach. Firearms 
should be unloaded and ammunition locked up. 

c. It is still necessaiy to have ipecac available in the home. Know the 
poison control center's telephone number. 

d. Teach the child the danger of running into the street: balls and 
tricycles start out on sidewalks and driveways but tend to end up in 
the street. The child must constantly be reminded of street safety and 



must be closely supervised. Do nol depend on the preschooler 

remembering such insiruclions. 
e. Advise the child to avoid strange dogs and never bother dogs that arc 

eating or sleeping, 
i'. Knowing how to swim at this age does not make these children water 

safe. They must be supervised constantly by an adult who can swim. 
2. For 4- and 5-Year-Olds 

a. The 4-year-old child continues to require close supcrvi.sion. 

b. Electrical tools, firearms, matches, medications, and poisons should 
be locked up and out of reach. Ipecac should be on hand for 
emergencies and the poison control center's telephone number 
accessible. 

c. Tlic child should not have unsupervised access to, or ride a tricycle 
or bike in, the street. 

d. Proper car seat restraints should always be used. 

e. While in or near water, the child should always be watched without 
interruption by a responsible adult who can swim. The child should 
be taught to swim. 

r. Teach the child what to do in case of fire in the home. 

g. Children at this age should be (aught their full name, address, and 
telephone number in case they get lost. 

h. The child should be taught not to talk to, go with, or accept food from 
strangers and to report contacts with strangers to parents. 

Discipline 

A. Assessment of Discipline Methods 

1. Obtain information by interviewing and observing the child and the 
parent. 

a. Describe your child's behavior at mealtimes, bedtime, when getting 
dressed, and during toileting. How do you respond if she does not 
cooperate? 

b. Whataggressivebchaviorsdocsyourchildexhibit? Whatdoyoudo 
about these behaviors? How do you handle these situations? 

c. Which of your child's behaviors bothers you? Which behaviors do 
you want to change? 

d. For what behaviors does your child most often get re wiirded? What 
kind of rewards does he get? 

e. For what behaviors does your child most often get punished? In what 
ways do you punish her? Do you think this punishment works? 

2. The nurse should observe the child's behavior in the office, noting how 

the parent interacts with and disciplines the child. 

B. Intervention/Guidelines for Parent Counseling on Discipline Methods 

1 . Discipline plays an important role for the child in development and in 
preparing her or him for easier adaptation to school. It is important for 
the child to learn socially acceptable behavioral responses. 

2. Encourage parents to agree on and be consistent with disciplinary 
procedures; children will be confused by conflicting messages. 

3. Provideappropriateandclearlystatedlimits,alongwith an explanation 
of the consequences if the rules are broken. Continuing, meaningless 
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thrcaUJ arc ineffccUvc. Follow through witli the previously slated 
consequences when rules arc broken. 

4. Establish a balance between the child*s need for indc{>endence and 
the need for limits. 

5. Always bear in mind the positive effects of praise. Look for the good 
in the child*s behaviors and praise him or her. Do not direct anger at 
the child but at the incident or undesirable behavior. 

6. Age-appropriate discipline techniques may be very helpful for selling 
limits and controlling undesirable acts. Reprimands should be given 
privately. 

7. Allow parents lime to verbalize regarding ihc frustrations of discipline; 
support parents' attempts to discipline ihe child through verbal 
admonishment and/or lime out periods. 

8. Be aware that problem behaviors at this age may result from other 
problems in the child or family rather than reflecting normal opposi- 
tional behaviors. 

9. The longer the parents wail before teaching the child what behaviors 
are appropriate, the more difficult it will be to change inappropriate 
behaviors. 



Assessment of Flay 

1. Obtain information by interviewing and ol^scrving the child and the 
p(u*ent. 

a. Does your child play with and enjoy other children? If so, how old 
are these playmates? Does he share well with his friends? 

b. What types of games, books, and toys do you have in the home? Are 
they age appropriate and safe? 

c. Have you observed your child in pretend and imaginary play? 

d. Does your child attend a preschool or kindergarten? If so, what 
activities does she enjoy? Do you feel she has adjusted to the 
particular setting? What feedback do you get from her teacher? 

e. How much TV and/or VCR movies does your child watch a day? A 
week? Do you supervise what he is watching? 

2. Observe the child in a group setting. Does she appear to be similar 
developnientally to the other children? 

a. Do people understand him when he spcjiks? 

b. Is she able to print her own name; color, paint, draw? 

c. How does he get along with other children his own age? 

d. Most of the time, how would you describe your child? Happy? 
Unhappy? 

Intervention/Guidelines for Parent Counseling 

1 . Parents should realize how the child's play affects personal/social, fine 
and gross motor, and language aevelopment, as well as the overall 
happiness of the child. 

2. There needs to bea balance between quiet and boisterous play, indoor 
and outdoor play, and playing alone and interactively with others. 




3. Watching TV is not an appropriate type of play unless the parents have 
supervised }.he selection of programs and have limited the amount of 
time spent in front of the television. 

4. Depending on the child's birlhdate, it is very beneficial that the child 
be enrolled in a preschool or kindergarten program. Children need to 
be away from parents for short periods of time and need to learn 
socialization skills with peers. 

5. The child needs to be allowed to explore, to show initiative, and to 
communicate. 

6. The 4- and 5-year-old needs to be allowed to take exploratory walks, 
go on outings to new places, and on shopping trips. 

7. Parents should have begun to offer the 3-year-old choices in appropri- 
ate situations, such as which book to read. 

8. The 4-ycar-old is ready for some card and board games such as Go Fish^ 
and Candy Land.^ 

9. Try to have a special time alone with the child, especially if there lure 
siblings. 

10. Provide the child with opportunities to talk about her day. 

11. Talk with parents about safe toys, age-appropriate activities, and the 
importance of play in the developing child. 

Sleep 

A. Assessment of Sleep 

1. Obtain information by interviewing the child and parent. 

a. Determine the child's sleep patlcms. How many hours of sleep does 
the child get in a 24-hour period? 

b. Does the child still nap? If so, how often and for how long? 

c. Docs he awaken during the night with nightmares? How often? Docs 
he come into your room? How do you handle the situation? 

d. Docs your child ever want to sleep with you? If so, what are her 
reasons? How do you respond? 

c. Docs your child have a regular bedtime and bedtime ritual? 

B. Intervention/Guidelines for Parent Counseling on Sleep 

1 . The child should be out of a crib and into a youth or regular bed. 

2. It is preferable that the child sleep alone and in her own room. 
However, this may not be possible, and she may have to share a room. 
If so, she should always be in her own bed. 

3. Without a nap, some children are tired during the evening and may 
even have u^ouble getting through dinner. A transitional step such as 
a quiet time period in the afternoon is often helpful. 

4. It is normal for children to have occasional bad dreams. They should 
be rciissurcd and comforted and put back in their own bed. 

5. Forchildrcn who have frequent bad dreams or express fear of the dark, 
a night-light is often helpful. 

6. It is not recommended for the child to sleep with the parents. The 
advantages and disadvantages need to be discussed. 

7. Stress the importance of continuing a regular bedtime and bedtime 
ritual. Return visits for hugs and drinks should be discouraged. 
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8. The child should be physically tired before being put to bed; avoidance 
of excitement for 1/2 hour prior to bedtime is often helpful. 

9. Parents should expect the child to go to bed and stay there. 

Sexuality 

A. Assessment of Sexuality 

1. Obtain information by interviewing the child and parents. 

a. What questions has your child asked about sex or sexual identity? 

b. How do you answer your child's questions? 

c. Has your child engaged in any sexual exploration? Describe. 

d. Have you observed your child masturbating? Hew do you deal with 
this? 

e. What information have you given your child about his gender or 
bodily functions related to sex? 

2. It is important for the nurse to determine the parents' understanding 
and philosophy ofsexualityand sexual identity, as their attitudesabout 
sex will influence the content and depth of information that is given 
to the child. 

3. What arc the parents teaching the child about sexuality? For example, 
parents should always use coiTcct terms for genitals. 

B. Intervention/Guidelines for Parent Counseling on Sexuality 

1. Parents should answer the child's questions about sex in as natural a 
way as possible, at the child's level of understanding, and without 
distorting the truth. Stay within the boundaries of the question. 

2. Parents' reactions to the child's sexual questions and/or situations 
must not be guilt provoking for the child. 

3. Ensure privacy for children when they are dressing or bathing. 

4. Emphasize that sexual curiosity and exploration are normal and 
important to the development of the child. 

5. It is appropriate for parents to advise children that in most situations 
it is not proper for others to touch or look at their genitals, but is a 
normal part of the physical examination. 

Nutrition 

A. Assessment of Nutrition 

1. Obtain information by interviewing the child and piireni. 

a. What does your child normally cat in a 24-hour period, including 
snacks? 

b. What are the parents' values and practices regarding food? Is 
breakfast important? Do theyeat fast foods? Are parents knowledge- 
able about the basic four food groups as far as meal preparation? 

c. Are there cultural influences that would affect the child's diet? 

d. What kinds of snacks is the child given when she is hungry between 
meals? 

2. Do the growth measurements and general development reflect a well- 
balanced diet? 

3. Growth charts should be used to assess individual growth. 




B. Intervention/Guidelines for Parent Counseling on Nutrition 

1. Establish a pleasant atmosphere at mealtimes with ti\ble conversation 
that includes references to the child, the food, the day's activities. 

2. Keep accessible, healthy snacks on hand. Reduce the amount of non- 
nutritious (junk) food in the house. 

3. Parents can take advantage of the fact that the child is more open to 
new foods and introduce new nutritious, well-balanced foods into the 
diet. 

4. If the preschooler has favorite foods, these items should still be 
allowed as part of the meal plan. 

^- 5. Food items should be colorful and attractive in order to appeal to the 
child. 

6. Give the child small portions of food at mealtimes. Second helpings 

can always be available. 
7 Allow the child to make some food choices; be aware of likes and 

dislikes. 

8. Allov/ the child to assist in meal planning and preparation and use the 
time as an educational experience. 

9. Never use food as a reward or a punishment. 

1 0. Time spend dawdling over food should be limited and the child should 
be excused and given only one small, nutritious snack before the next 
meal. 

Dental 

A. Assessment of Denial Care 

1 . Obtain information by interviewing and observing the child and parents. 

a. Does the child brush his teeth? If so, how often? With fluoride 
toothpaste? 

b. Is brushing an established habit or is it an occasional occurrence? 

c. If your child does not like to brush her teeth and it is a daily battle, 
what are her reasons? 

d. Has the child been to the dentist? If so, what was his experience? 

e. With a dry toothbrush have the child demonstrate how she brushes 
her teeth. 

B. Intervention/Guidelines for Parent Counseling on Dental Care 

1. Encourage parents to buy pleasant tasting toothpaste that contains 
fluoride. 

2. Since preschool children are eager to please, this is a perfect time to 
establish dental care habits: teeth should be brushed twice daily, and 
the child should be taught to rinse her mouth with water after snacks. 

3. Avoid high sugar foods and drinks, especially at bedtime. 

4. If the child has not been to the dentist, have parents schedule the first 
dentalappointment. The first trip to the dentist should be nonthreatening 
and fun. 
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The Preschool Environment 



XI 



Health Promotion Through Parent 
Involvement in Early 
Childhood Education 



Marjcrie J. Kostelnik, Ph.D. 

Mrs. Gonzales mentions to the teacher that Jorge seems constantly to bump 
into or fall over things, lies really going to hurt himself someday if he keeps 
this up*' she laments. "What can I do so he wont be so clumsy?" 

Kathy Hale inquires whether the daycare homeprovider knows of any good 
dance classes in the community. She' s eager for her 36-month-old daughter to 
begin formal lessons. 

Patrick's father suggests dropping the children v outdoor play period so 
teachers can have more time for classroom instruction. 

Mrs. Salari wonders whether or not her 5-year-old son should be on a diet. 
Her best friend says "yes," her mother-in-law says "no" and now she is asking 
the center director s opinion. 

Although each of these parents has different concerns, they also have 
certain characteristics in common. 

• All are parents of preschoolers between the ages of 3 and 5 years. 

• Every one of them has an emotional investment in his or her own child. 

• All of them have perceptions and opinions about their children's health 
and physical development. 

• Each parent can become more actively involved in the healthy physical 
education, recreation, and dance (HPRD) facet of their child's early 
childhood program. 

The Changing Nature of Parent Involvement 

The notion of involving parents in their children's early education is not 
new. For years, connecting home and school has been a fundamental aim 
of Head Start and other early intervention efforts with young children 
(Johnston, 1982). In fact, when we talk about creating or maintaining appropri- 
ate preschool programs, parent involvement is invariably cited as an essential 
quality indicator (Bredekamp, 1987; Day, 1988). 

However, the nature of parent involvement as referred to here contradicts 
long established stereotypes. The traditional role of parents as simply providing 
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refreshments for school parlies or attending the once a year "Parents Night at 
the Center" has been expanded. The role of the school now includes more than 
merely sponsoring a fall open house or periodically rounding up experts to 
speak to parents about the importance of physical fitness or good health 
practices for young children. That old vision relegated parent involvement to 
a few obligatory events dominated by one-way communication from school to 
home. It assumed that schools knew best while parents knew little. Teachers 
maintained the leader position with parents as followers. 

The present interpretation of parent involvement is much more compre- 
hensive, interactive, and collaborative. Within this newer framework, involv- 
ing parents is a continuous process that includes parents in various phases of 
planning, implementing, and assessing the totaJ program (Johnston, 1982). 
Through this process, parents and teachers form an alliance in which they 
develop a common understanding of what children are like — how they develop, 
how they behave, the challenges they face, and how we can help them meet 
these challenges. Parents and teachers also come to a shared conception of what 
good education is — what it looks like, how it operates, what it strives to achieve, 
what it requires, and what it precludes (Hymes, 1974). When such alliances 
occur, parents and teachers actually learn together. They provide mutual 
support to one another in their efforts to make life more meaningful for children 
and themselves (Swick & Duff, 1978). 

This coalition between parents and teachers can take place in several 
different ways and with varying degrees of participation by both groups. Joyce 
Epstein, a leading researcher on the subject, has identified five categories of 
parent involvement (identified in Table 1 ). These range from lessor to greater 
ties between home and school. 

Table 1 

Five Major Types of Parent Involvement 

Type 1: Parenting 

Parents become involved in the basic obligations of ensuring children's 
health and safety; acquiring the parenting and child-rearing skills needed 
to prepare children for school: supervising, disciplining, and guiding 
children at each age level: and creating positive home conditions that 
support learning. 

Type 2: Communicating 

Parents receive and respond to the communications from school regard- 
ing school programs and children's progress. 

Type 3: Volunteering 

Parents become directly involved at school in assisting teachers, admin- 
istrators, and children in classrooms or in other areas of the school. 
Parents also come to school to support student performances or other 
events, or to attend workshops or other programs for their own education 
or training. 
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Type 4: Learning at Home 

Parents respond to child-initiated requests for help as well as to ideas or 
instructions from teachers for parents to monitor or assist their children 
at home in learning activities that are coordinated with children's 
experiences at school. 

Type 5: Representing Other Parents 

Parents take on decision-making roles in advisory councils or other 
committees or groups at the school, district, or state level. Parents may 
become community activists in independent advocacy groups that moni- 
tor the schools and work for school improvement. 

Adapted with pcnnission from J. L. Epstein (forthcoming). Five types of parent 
involvement: Linking practices and outcomes. In, School and Family Connections: 
Preparing Education to Involve Families. 

The desirability of all five types of parent involvement is well accepted. In 
fact, the federal government now mandates inclusion of parents as participants, 
advisors, and knowledgeable consumers of early childhood services in all 
phases of Project Head Start, in the education of handicapped children (Public 
Laws 94-142 and 99-457, see Chapter VII), and in agency-administered day 
care (Kostelnik, Stein, Whiren, & Soderman, 1988). As a result, in early 
childhood programs across the United States, parents are involved in their 
children's educational experiences at all levels — from tutors at home to 
classroom participants, from volunteers to paid employees, from advisors to 
program decision makers. Those involved include first-time parents, teenage 
parents, older parents, single parents, dual-career parents, step-parents, parents 
of handicapped children, and grandparents (Powell, 1989). All of this has come 
about because we have discovered that children, parents, and programs benefit 
greatly when parents take an active part in their offspring's early education 
experiences. 

Child Benefits 

Most of what each child learns has its beginnings in the home. It is there 
that children first develop emotions and values, and it is there that they learn 
to walk, talk, and make sense of their everyday surroundings. Not only do 
parents teach directly but also indirectly by approving or disapproving, 
supporting or negating what children learn elsewhere (Bobbitt and Paolucci, 
1986). For these reasons, including parents in early childhood programs 
provides continuity between home and school and enhances children 's learning 
in both environments. For instance, parent participation has been linked to 
greater awareness and responsiveness in children, to more complex child 
language skills, to greater problem-solving abilities in children, and to in- 
creased academic performance (Eastman, 1988; Meier, 1978; Powell, 1989). 

Although these findings are primarily associated with children's cognitive 
skills, there is evidence that parent involvement in teaching children HPRD- 
related skills also yields positive results. For example, preschoolers taught 
basic motor skills by their parentsshowed significant gains in skill development | 




and in the levels of motor activity they attained over time (Meier, 1978), These 
increases were equivalent to those achieved by children taught by professional 
teachers and greater than those recorded for youngsters in a "free play" group. 
It has also been observed that children with active parents usually develop 
active habits related to a healthy life-style ( Javemick, 1988). Thus we have good 
reason to believe that parents can be a positive force in promoting their young 
children's physical development. 

Parent Benefits 

Although parental outcomes have been studied less often than child effects, 
the results of parent involvement on parents is encouraging. Parent participants 
are reported to gain greater understanding of their children 's development and 
needs, to exhibit greater acceptance of children's individual differences, to find 
more enjoyment in their children, and to develop more flexible childrearing 
attitudes (Meier, 1978). Increased feelings of competence and self- worth have 
also been suggested (Powell, 1989). 

Program Benefits 

Active participation by parents provides them with more accurate and 
timely information regarding school aims and strategics. This, in turn, seems 
to promote parental identification with the school, heightening parents' satis- 
faction wi ih the program as well as their children ' s success in it (Bronfcnbrcn ner, 
1977; Revicki, 1981). Additionally, as parents become more influential in 
program decision making and increasingly active in program activities, they arc 
more likely to communicate to children the importance of the programs in 
which both they and the children arc involved (Nedler & McAfee, 1979). 

Involved parents also serve as additional human resources to early child- 
hood programs, extending the reach of the program, making it possible for 
children to receive more individual attention and making available additional 
knowledge and skills to teachers and administrators (Gilmar & Nelson, 1975; 
Harris, 1978). Finally, we know that highly involved parents are more likely to 
support program policies, offer financial assistance, and rally community 
efforts to promote or maintain the programs with which they are affiliated. For 
instance, the importance of parents as potential health and physical fitness 
advocates was vividly illustrated recently when the American Academy of 
Pediatrics called on parents to lobby for increased, planned physical education 
activities in their children's early childhood centers and schools. 



Barriers to Parent Involvement 

With ail the benefits accrued through parent involvement, it would seem 
that both teachers and parents should be eager to engage in the process. Yet, 
frequently, misunderstandings exist that impede the development of effective 
home-school relations in general and, in particular, parent involvement in 
HPRD facets of early childhood education. 

One pervasive problem is that parents and teachers may hold images of one 
another that are not conducive to cooperation. Both, for instance, may feel 
unwelcome— the parent at school, the teacher in the home— or ill suited to 



function in a coUegial capacity — the parent as teacher, the teacher as f/cer. The 
teacher may be viewed as less helpful and less interested in the family than he 
or she really is, and school personnel are likely to underestimate the parents' 
strong desire to be active in their children's education (Hess, Block, Costello, 
Knowles, & Largey, 1971). For example, less than half the teachers responding 
to a recent survey made parent involvement a high priority in their classrooms 
in the belief that such efforts would prove fruitless (Brandt & Epstein, 1989). 
They believe that today's parents (especially low-income, single-parent, and 
dual-cm*eer families) would be unwilling or unable to become involved in 
school- related activities. Yet the results of several parent surveys throughout 
the past decade run counter to this perception. Large ni» nbers of parents (as 
many as 90 percent) report caring a great deal about their children's perfor- 
mance in school and being interested in learning effective ways to support 
children's learning on the home front (Epstein, 1986; Lightfoot, 1975; Snow, 
1982). Approximately 20 percent of the parents surveyed were already 
successfully involved, but another 70 percent wanted to become more active 
in their child's schooling (Brandt & Epstein, 1989). 

Lack of school involvement by parents seems to stem from several 
sources. Some parents hold back because they are unsure of what to do — how 
to of fer support at home or what strategies to use. Others fear that their shortage 
of formalized teaching skills makes them unsuitable partners in the educational 
process (Moles, 1982). Still others have been put off because parent involve- 
ment is confined to menial tasks or because they are treated as intruders at 
school (Greenberg, 1989). The most common response to these obstacles is 
apathy which, in turn, reinforces the stereotypes parents and teachers hold 
about one another. 

Another misperception that undermines parent involvement efforts is the 
belief that such involvement comes about spontaneously or by luck. On the 
contrary, we know that the most successful efforts happen as the result of hard 
work, deliberate planning, and persistent efforts by teachers and parents alike. 
Unfortunately, many parents lack the skills to negotiate successfully (he 
educational bureaucracy, and few teachers have adequate preparation for 
working with parents (Greenberg, 1989). 

A readjustment of attitudes at school and at home, as well as more 
concerted efforts to emphasize the partnership aspects of parent involvement, 
are needed if these misunderstandings are to be corrected. Some programs have 
risen to the challenge by instituting written policies that make parent partici- 
pation more visible and more clearly understood. These policies ensure that 
parents are central to the school program and help staff and parents better 
understand how parents fit into the educational process. Workshops in which 
parents and school personnel leani how to improve their skills for working 
together as well as for working with the children have also helped to alleviate 
erroneous conceptions (Williams & Chavkin, 1989). 

Educators interested in enhancing children's health and physical develop- 
ment must find ways to overcome the traditional barriers to parent involvement 
documented above. Further, they must dispel certain myths that may cause 
parents to believe their involvement in HPRD-related activities is unnecessary. 
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Three common examples are described below. 

One myth is that young children get enough exercise in their daily activities 
to ensure normal, healthy physical development. This is not true. Research on 
the activity levels of young children has clearly shown that most youngsters do 
not maintain a level of exercise that is beneficial for cardiovascular health 
(Gilliam, Freedson, Geenen, & Shahraray» 1981). Subsequent studies have 
revealed that today*s children generally are fatter than children were 20 to 30 
years ago, with heart-lung fitness less than that of most middle-aged joggers 
(Brody, 1984), 

A second myth is that children acquire basic motor skills as the result of 
maturational processes. While maturation may limit the rale and extent to 
which large motor skills can be learned by young children, few gain mature 
patterns in these skills merely as a function of getting older (Reuschlein & 
Haubenstricker, 1985). In reality, children need time set aside for guided 
instruction in large motor skills and for vigorous activity. Guided physical 
activity is particularly important at early ages because exercise patterns are 
established early in life (Hammer, 1975) and vigorous activity is needed for all 
areas of growth and development (Grecnbcrg, 1980; Secfeldt, 1986). Moreover, 
e^irly childhood is when many of the basic motor skills emerge, and it is the time 
when children can benefit from systematic instruction in these skills both from 
theirteachersand from thcirparents (Werner, 1974; Meier, 1978; Haubenstricker 
& Seefeldt, 1986). 

The idea that children automatically make nutritious food choices and can 
instinctively select a balanced, healthy diet is another false notion that adults 
sometimes treat as truth. Actually, children do not have an intuitive "food 
sense.** Rather, children must learn sound nutrition practices (Bond, 1990). 
Therefore, children require direct and indirect guidance from adults at home 
and at school in order to develop wise eating habits (Endres & Rockwell, 1980). 

Debunking these myths as well as others associated with children's health 
and physical development is essential if parents are to recognize the signifi- 
cance of their role in promoting children's well being. Facilitating parent 
involvement in children's eariy education can be a productive means for 
achieving this aim. 



Characteristics of Effective Parent Involvement Efforts 

As educators have become increasingly aware of the benefits of parent 
involvement as well as the obstacles that sometimes hinder its development, 
their attention has shifted from answering the query "why?", to exploring the 
question **how?" Consequently, much of the research of the past decade has 
focused on discovering variables that characterize effective parent involvement 
programs. From these studies, four key elements that positively influenceactive 
parent participation have been identified. The four are: collaboration, variety, 
intensity, and individuation. A brief overview of each of these follows. 

Collaboration 

Collaborative relations between program personnel and parents yield 
fruitful results for both parties as well as for children. Such relations are most 
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apt to develop when parents and teachers recognize each other's importance in 
the life of the child. Since neither school nor family has tlic resources to take 
on the entire job of educating the young» it is not in their best interests to attempt 
to duplicate one another's efforts. Rather, children's education is enhanced 
when home and school see themselves as distinct entities, performing comple- 
mentary, interconnected functions (Griffore & Bulboz, 1986). Establishing a 
working alliance between the two entails forging open, reciprocal channels of 
communication as well as affirming the authority of parent and teacher wilhin 
their respective domains (Power & Bartholomew, !987). Collaborative rela- 
tions are also fostered when there is shared decision-making control regarding 
programmatic goals for children and the nature of parent participation (Powell, 
1989). 

Viewed in this light, parent involvement represents a balance of jx)wer 
between parents and teachers. It is a partnership in which each member is 
valued and contributes breadth of understanding and depth of knowledge to 
theirdeliberalionsconcemingchildren(Kostelnik,1989). Parents bring breadlh 
to the partnership by understanding their own child within the context of many 
different settings — home, neighborhood, church, park, laundromat, grandma's 
house, and so forlii. Teachers provide breadth by underslnnding, wilhin Ihc 
school context, many different children. Knowing their own child thoroughly 
comprises the depth offered by parents, while depth for teachers comes from 
their knowledge of child development, program content, and educational 
strategies. When parents and teachers combine their knowledge and under- 
standing along these two dimensions, collaboration becomes a reality. 

Variety 

Parents differ in the extent to which they are willing or able to take part in 
school programs and in what manner they wish to be included. Con.sequently, 
effective parent involvement encompasses a variety of means for parents to 
participate and does not require all piirents to be involved in the same ways or 
at the same time o** to *he same degree (Becher, 1984). Variety can be considered 
in terms of the kind of contacts that occur between home and school, the format 
they tiike, who starts them, for what purpose exchanges are made, where they 
occur, how frequently they take place, the resources required forparticipation, 
and the level of response necessary for success to be achieved. These variations 
are outlined in Table 2. 

Table 2 

Variable Characteristics of Parent Involvement 

It is possible to conMne variables within each characteristic as well as to 
create coryilnnations anwng ihem. 

Kind of Contact 

Predetermined Agenda — or — Informal Structure 
Scheduled — or — Spontaneous 
Face to Face — or — Indirect 



Format 

Written — or — Verbal 

Goal-directed — or — Open-ended 

Presentation — or— Discussion— or — Experiential 

Large Groups — or — Small Groups — or — Individual 

Purpose 

Provide Input — or — Elicit Input — or — Collaborate 
Build Relationships — or — Establish Goals/Strategies — or — 
Change Goals/Strategies 

Initiator 

Child — or — Parent (family member) — or — 

School Personnel (teacher, specialist, administrator) 

Location 

Home — or — School — or — Community 
Frequency 

One-time Event — or — Several Times — or — Continuous 
Role of Parent 

Receiver of Information — or — Program Supporter — 
or — Audience — or — Hon,v Tutor — or — 
Classroom Participant — or — Coleamer — or- 
Decision Maker — or — Advocate 
Resources Required 

Time and Energy (ranges from little — to — much) 
Skills (ranges from few — to — many; 
from general — to — specialized) 

The more variety the better. This is true lx)th within a single home-school 
interchange and across the whole array of contacts that transpire throughout the' 
child's life in the program. When a broad mixture of parent involvement 
opportunities take place, programs demonstrate their interest in and acceptance 
of many different kinds of families. Also parents receive visible proof that they 
may contribute according to their own preferences, talents, resources, Jind 
degree of comfort with the interface between home and school (Berger, 1987). 

Intensity 

There are strong indications in the literature that the greater the number of 
contacts between parents and the program and the more frequently they occur, 
the more likely it is that parent participation results will be positive (Lazar, 198 1 ; 
Powell, 1989). Thus the adage *'more is better'' would seem to apply. This may 
suggest that there is a certain duration of contact necessary to promote the 
development of trusting relationships between parents and school personnel 
(Powell, 1989) or that when opportunities for involvement are numerous, 
families are more easily able to find entrees to the program that better suit their 
needs and interests. In addition, it has been found that parents generally do not 
feelapartoftheirchild'seducation unless the school or center places particular 
emphasis on involving parents (Gotts & Pumell, 1986). Frequent, varied 
contacts over time conveys the message that parents are valued by the school 
and that their inclusion is not simply tolerated but actually welcomed and 
expected. 
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Individuation 

Existing research suggests that educational programs are most likely lo 
elicit a positive response from parents when opportunities for participation are 
tailored lo accommodate the needs and perceptions of the particular families 
served (Eastman, I988)» There is no one formula for parent involvement and 
no single program that can be generalized successfully to every population. 
Instead the best outcomes emerge when there is a match between what programs 
set out to do and what parents want; when there is congruence between the 
strategies implemented and those parents feel receptive to; and when program 
designers consider parental constraints such as child care and transportation 
needs or employment obligations (Berger, 1987; Powell, 1989). Once this 
process is underway, the chances for collaboration improve, and as collabora- 
tion becomes greater, so, too, do opportunities for individuation. 

Clearly, educators can facilitate parent involvement by designing pro- 
grams that take into account collaboration, variety, intensity, and individuation. 
These broad concepts are opcrationalized when school personnel implement 
the following strategies. 

Effective Parent Involvement Techniques 

Build rapport with parents. Greet parents by name and smile when you 
see them, As parents dropoff or retrieve their children, say at least a few positive 
words regarding each child's day. What you communicate nonverbally will be 
as important as what you convey in words. Listen attentively, make relevant 
comments when parents talk to you, and thank parents for taking the time to 
chat. If you frequently appear rushed, parents will be hesitant about approach- 
ing you. If your eyes are constantly darting elsewhere when talking with them 
(your papers, the door, the clock) they will get the message that you are not 
listening and that what they have to say is unimportant (Kostelnik et al., 1988). 

Get to know parents as individuals. Communicate with them on a one to 
one basis as well as in groups. Find out something about each parent's 
aspirations, concerns, special interests, skills, and hobbies. This might ' e 
accomplished through informal contacts as well as by having parents fill out a 
personal interest form for you to keep at school. 

Remember that administrators as well as teachers influence whether or 
not parents feel welcome at school Principals or directors who know parents 
and children by name, who are visible at times when parents are in the building, 
and who can make positive comments to parents about their children, do much 
to enhance school climate and to promote comfortable feelings among parents. 

One- or two-line notes written on the spur of the moment and sent home 
with Uie child demonstrate your interest in both the child and the parent 
(Berger, 1987 ). A child's first journey to the top of the climber, or an enthusiastic 
creative movement expcrience,orthechild*s pride in walking thebalance beam 
unaided are all good reasons for a short, handwritten note. Once or t w ice a year, 
include an instant picture of the child happily engaged in an HPRD-related 
activity as a keepsake of the child's early school experience. 

Develop written policies for your classroom tfiat clearly emphasize the 
importance of parent involvement. Identify benefits to children, parents and 
the program as a whole. Provide specific guidelines for the form such 
involvem'^nt could take and how home-school contacts might evolve. High- 
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light suggestions for parent participation related to the HPRD aspects of the 
early childhood curriculum. Send these policies home to parents and go over 
thent during a home visit or school orientation. 

Make frequent attempts to include parents in children *s early education. 
Begin by planning several simple forms of contact throughout the year rather 
than focusing on a single colossal event. Choose to offer some onc-timc 
involvement opportunities as well as a few thai require sustained participation 
over time. 

Create many different ways for parents to become involved in the early 
childhood program. Remember to vary the kind of contacts that are made, the 
format they take, their purpose, and location. Also vary what role parents will 
assume, as well as the time, energy, and physical resources required to 
participate. In addition, make sure to create involvement opportunities related 
to all five types of parent involvement. A chart depicting a few examples of 
practices to support each type is presented in Table 3. 

Table 3 

Examples of Practices to Promote the 
Five Types of Parent Involvement 

Type 1. Parenting 

Provide suggestions for home conditions that support HPRD-rclatcd 
learning. 

Provide workshops, videotapes, computerized phone messages on parenting 
and HPRD issues. 

Type 2: Communicating 

Conduct conferences with every parent at least once a year, with follow- 
up as needed. 

Make available translators for non-English speaking families. 

Send home anecdotes regarding children's progress and participation in 
HPRD activities for parents to review and comment on. 

Make available a parent library containing books about children's physical 
development, health, nutrition, and fitness. Include books that contain 
movement games, snack ideas, and topys to be made from simple house- 
hold materials. 

Type 3: Volunteering 

Develop a school volunteer program whose focus is on supporting HPRD- 
rclatcd activities. 

Create a parent room or parent club for volunteers. 

Conduct an annual postcard survey to identify all available talents, times 
available, and interests of parent volunteers. 
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Type 4: Learning at Home 

Provide information to parents on HPRD skill development in young 
children. 

Provide calendars that describe simple, daily HPRD activities that parents 
can try at home with their children. 

Make available a toy lending library for parent use that includes HPRD- 
related equipment. 

Conduct workshops in which parents learn how to teach specific motor 
skills via home activities. 

Type 5: Representing Other Parents 

Encourage parent participation and leadership on center or school advisory 
councils or committees such as curriculum or playground improvement. 

Adapted with permission from J. L. Epstein (forthcoming). Five types of parent 
involvement: linking practices and outcomes. In, School and family connections: 
Preparing education to involve families. 



Familiarize parents with the HPRD-related assumptions, goals, and 
expectations of your early childhood program. Integrate HPRD-related 
content into a beginning-of-the-year parent orientation as well as in any written 
materials sent home describing the curriculum. Discuss physical development 
and health-oriented goals i^r children, offering examples of related classroom 
activities parents might see or hear about. A sample list of HPRD-related goals 
for children ages 3 to 5 is presented in Table 4. 

Table 4 

Sample List of HPRD-Related Goals 

Our ultimate goals are for children to achieve mastery of the environment 
through improved body control and to develop attitudes, knowledge, skills, 
and behaviors related to maintaining, respecting, and protecting their 
bodies. 

In our program children will have opportunities to: 

• gain confidence in using their bodies 

• develop awareness of the location of their own body parts 
develop spatial awareness (understanding of personal and general 

• space, and direction) 

• engage in a variety of activities that require balance 

• engage in activities that require coordination 

sustain a vigorous motor activity over time in order to develop 

• endurance 

• engage in a variety of activities that require flexibility 

• engage in motor activities that require agility 




• use their whole bodies in appropriate activities to strengthen 

muscles and muscle groups 

• develop basic motor skills such as jumping, hopping, throwing, 

• kicking, striking, running, or catching 

• coordinate finger and eye-hand movement 

• control the movement of their bodies in relation to objects 

• develop a positive attitude about their bodies 

• learn how to keep their bodies clean 

• learn how to keep their bodies fit 

learn and practice good nutritional habits 

• learn appropriate safety procedures for school, home, and neighbor- 

hood 

• discriminate between good and poor health/safety practices 

Elicit input from parents regarding HPRD goals for their children. Talk 
with parents about their children 's activities and habits at home as well as w hat 
skills or behaviors they would like to see further developed. Give parents a short 
list of HPRD-related goals for children. Ask them to rank these goals in relation 
to their own child and according to their own perceptions of which are least 
important and which are most important. Collect the information and use it in 
designing physical development and health-based activities for the classroom. 
Refer to the parents' list periodically when discussing the child with the parent 
throughout the year. 

Highlight HPRD-related content in periodic newsletters sent home to 
parents. Such content could be integrated into an already established newsletter 
or could provide the impetus for initiating this practice. Summarize in easy to 
understand language interesting fitness, motor skills, or nutrition facts. De- 
scribe one or two aims of your program regarding children's physical develop- 
ment and health as well as a few school activities that support these goals. Offer 
specific, practical suggestions for ways parents might extend or reinforce 
highlighted skills at home. Make an effort toprovide newsletters to noncustodial 
parents as well as to those with whom the child lives. 

Institute an open-door policy within your program. Invite parents to visit 
your classroom frequently and without an appointment. Also provide parents 
with a schedule of your daily routine, noting both indoor and outdoor times in 
which they might participate with children in open-ended HPRD-related 
activities such as long-jumping on the playground, tossing bean bags through 
a plastic hoop in the classroom, or joining children at snack-time. 

Plan smallHPRD-related gatherings ofchildrenandparents at locations 
in which low-income or minority families willfeelathome (Greenberg, 1989). 
A community center, a nearby playground, or park might provide appropriate 
alternatives to school. 

Design at-school HPRD parent activities to accommodate thefamily*s 
varying life-styles and schedules. Repeat events more than once, vary meeting 
times, provide child care and transportation networking for parents who need 
a ride. 

Invite parents to HPRD-related workshops tliat involve both them and 
their child. Consider using a format in which children receive child care half 
of the time while their parents discuss HPRD-related information with other 
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parents and staff. The second half of the session could be devoted to parents 
and children working together, practicing skills, or creating make-it/take-it 
items for use at home. A sample agenda for one such workshop is offered in 
Tables. 

Table 5 

Saturday Morning 
Parent-Child Motor Skills Workshop 

9:00 - 9:15 am Arrival: Children are taken to supervised child-care 
rooms, 

9:15 - 10:15 am Discussion: Dr. I. Amfit talks with parents about the 
development of motor skills such as throwing, 
catching, and skipping. 

10: 15 - 10:30 am Parents pick up preschool-aged children from 

child-care rooms, receive name tags, and go to first 
activity station. 

10:30 - 1 1:30 am Activity stations: Parents and children rotate from 

station to station every 10 minutes — approximately 6 
families per station. 

1. Make itfTake it: Parents and children choose to 
make one or more gross motor items for use at 
home — nylon paddles, milk jug scoops, news- 
paper balls; aiso provided are instructions and 
activity ideas for: jump ropes, suspended balls, 
streamers, and pillov; balls. 

2. Throw/Catch Activities 

3. Striking Activities 

4. Gallop/Skip Activities 

5. Balance Activities 

6. Nutritional Awareness Activities and Snack 

1 1:30 - 1 1:40 am Closing: All participants gather in the rainy-day room 
for a large group song with movement. 

This workshop will be repeated on Friday evening from 7 to 9 pm. 

Establish clear guidelines for parent volunteers regarding their respon- 
sibilities in the classroom. Offer specific suggestions for what they are to do 
and a rationale for delegated responsibilities. Provide a few written directions 
to which they can refer during the day or demonstrate particular activities to be 
implemented that day. Talk with parents about how to handle some potentially 
disruptive situations and what to do when their own child is involved. If this 
latter issue is ignored until it happens, some parents may fail to act or may 



overreact out of embarrassment. Neither response is conducive to parents' 
feeling comfortable at school. 

Give parent volunteers in the classroom meaningful tasks to carry out. 
Helping children practice their balancing skills, engaging children in catching 
and throwing, assisting children at the snack table are among useful tasks for 
the parent-volunteer. Avoid requesting them only to do busy work like washing 
the lunch dishes or cutting straws for a future fine motor activity. If parents are 
to become partners in the educational process, they must be given real 
responsibilities from which they can derive genuine satisfaction. 

Carry out periodic child study sessions. Together with parents, observe 
children's physical skills, brainstorm activity ideas for school or home, and 
engage in mutual problem solving related to children's health and physical 
development. 

Create home-based alternatives to at-school participation. For instance, 
ask parents to carry out at-home HPRD-related activities for which you have 
provided specific, yet brief, written or audio taped directions. Then invite 
parents to cri:iquc how easy the activity was to do, as well as how much they 
and their children enjoyed it. Other tasks might include preparing materials at 
home (i. e., snack menus, tooth brushing chart giving appropriate steps, targets 
for tossing), making arrangements for field trips and resource people, coordi- 
nating parent discussion groups, finding resource materials at the library, 
comparing pric^^s of creative movement or gross motor equipment at local 
stores, or reacting to HPRD activity plans that eventually will be used in the 
classroom. 

Help parents anticipate typical developmental changes in children's 
physical skills and other health-related behaviors. Knowing what to expect 
in advance empowers parents to respond appropriately when such changes 
occur and makes them more confident teachers of their own children. For 
instance, parents arc often concerned when preschoolers, who are not growing 
as rapidly as they did in infancy, eat less than they did as toddlers. Finding out 
that preschoolers' smaller appetites are a result of normal child development 
helps to allay parental fears that this natural reduction in food intake is somehow 
their fault or indicative of a dire problem. A note home to parents, a brief 
discussion in the classroom newsletter, a small-group discussion or an orga- 
nized workshop on a related topic are a few ways to get this kind of informatron 
home. Chatting informally with parents individually and frequently is another 
valuable way to convey developmental information to parents. Such contacts 
are especially useful since teachers can provide appropriate information and 
answer questions with a specific child in mind. 

Arrange opportunities for parents to talk with one anotlier informally. 
Plan some casual get-togethers whose primary aim is to give parents an 
opportunity to build their social networks and to commiserate with their peers. 
Make sure to include unstructured break time to facilitate parent-to-parent 
conversation during more formally scheduled events. There is strong evidence 
that these informal exchanges are every bit as valuable to parents as the 
regularly scheduled program (Powell. 1989). 

Give interested parents opportunities to participate in policy-making 
decisions. Decisions could include creating school-playground rules, develop- 
ing snack guidelines, orgenerating ideas for specific health practices. Collabo- 
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rating with parents in evaluating HPRD-related classroom materials as well as 
commercially available equipment or programs are other appropriate ways of 
giving parents decision-making powers in early childhood education. 

Stay in touch with parents who seem unresponsive. Avoid stereotyping 
them as uncaring or impossible to work with. Instead, remain pleasant when 
you see them. Periodically, send notes home letting parents know about their 
children*s positive participation in school-based health and physical develop- 
ment activities. Continue to offer simple, easy to carry out suggestions for 
home-based participation. Keep the input from school as positive as possible 
and make few demands. You might not see immediate results; however you 
could be contributing to a more favorable impression of the educational process 
for that parent. This in turn could serve as the foundation for greater 
participation later in the child^s school career. 

Ask for evaluative feedback from parents throughout the year. Let 
parents know that their opinions count by providing numerous opportunities for 
them to evaluate your performance as well as the early childhood program. 
Suggestion boxes near the school entrance, short questionnaires sent h ome that 
can be returned anonymously in a postage-paid envelope, written or verbal 
evaluations administered at the end of workshops and other school events, and 
telephone surveys conducted by teachers or administrators are some methods 
that have prompted parent input. Another effective sttategy is to hold parent/ 
teacher forums once or twice a year at school. These regularly scheduled, 
informal gatherings are designed to give parents and teachers a chance to 
evaluate the program together. Loosely structured around a broad topic, such 
as personal safety issues or children's fitness needs, they provide a vehicle for 
mutualexploration of ideasand strategies. Moreover, parents can ask questions 
and make suggestions for changes or additions to the program in an atmosphere 
where such communication is clearly welcome. 

As a follow-up to these evaluation efforts, let parents know you intend to 
act on some of their suggestions. Later, inform parents (via newsletter and/or 
at a group meeting) of the changes that have come about as a result of input 
received from them. 

Show genuine pleasure in every parentis attempts, no matter how small, 
to support their children *s health and physical development. Continually let 
parents know how much you appreciate the time and effort they put into their 
child's education, not just because their help allows you to do a better job, but 
because the children benefit so greatly (Berclay, 1977). Remember, no form of 
recognition can replace a personal thank-you. In addition, parent contributions 
could be acknowledged in classroom newsletters or in community newspapers. 
Also parents may be officially recognized at school events or with tangible 
tokens of appreciation such as pins, certificates, plaques, oi thank-you notes 
from the children (Kostelnik et al., 1988). 



1 

139 



Summary 

This chapter has described the aims and benefits of parent involvement in 
early childhood education. It iias also identified concerns and strategies for 
teachers interested in promoting children's health and physical development. 
The techniques described here are by no means exhaustive. Rather, they serve 
to illustrate the broad repertoire of skills needed by school personnel as they 
strive to work more effectively with parents. While many questions remain as 
to how to reach and involve all parents, particularly low-income and minority 
pai-ents, there is no doubt that the inclusion of the child's family will continue 
to remain a high priority among teachers of young children. Our job as early 
childhood educators is to keep investigating alternative methods of parent 
involvement and to welcome parents as full-fledged partners in the educational 
process. 
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Appalachia Educational Laboratory 
P.O.Box 1348 
Charleston, WV 25325 
(304) 347-0400 

Center on Parent Involvement 
Johns Hopkins University 
3505 N. Charles Street 
Baltimore, MD 21218 
(301) 338-7570 
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Cornell University Family Matters Project 
7 Research Park, Cornell University 
Ithaca, NY 14850 
(607)255-2080 or 255-2531 

Information Service 

National Association for the Education 

of Young Children (NAEYC) 

1834 Connecticut Avenue, NW 

Washington, DC 20009 

1-800-424-2460 

National Coalition for Parent Involvement in Education 
National Education Association 
1201 16th Street, NW, Room 810 
Washington, DC 20036 

Parent Involvement in Education Program 
San Diego County Office of Education 
6401 Linda Vista Road, Room 407 
San Diego, CA 92111-7399 
(619)292-3500 

Southwest Educational Development Laboratory 
211 E. Seventh Street 
Austin, TX 78701 
(512)476-6861 



1 i . 

144 



XII 



Health and Safety Education 
for Caregivers 



Lloyd M. Hofer, MD, MPH, FAAP 

Introduction 

Caregiver — A unique and trusted position, 

The person who invests his or her life caring for children can have a nnajor 
impact on developing and encouraging health habits for both tiie child 
and family. The caregiver is selected by parents based on a number of 
factors, such as convenience of location, facilities, the cost of day care» and the 
reputation of the caregiver in the community. The key factor in selecting a 
caregiver is the parents* expectation and belief that this caregiver will be a good 
parent to their child while the biological or adoptive paients are away. 

Parents often assu me that caregivers are knowledgeable concerning health, 
safety* and physical and social developmental areas. The parents of the 1990s 
will rely increasingly on the caregivers* advice and judgment concerning the 
health of their children. There are several reasons for this increasing reliance 
including more parent time required at work» the noncoverage of health 
maintenance visits for children by many insurance companies, and less contact 
with extended family caregivers who are experienced with child rearing. 

The Alabama Department of Public Health conducted a survey of 65 day- 
care center directors, 300 caregivers, and 900 parents regarding health and 
safety concerns and needs (Alabama Department, 1990). The results of these 
surveys are presented in the following sections. 

Day-care Director Survey 

Results of the day-care director survey show their top health and safety 
concerns are colds and coughs; illness recognition; accidents; ear infections; 
and diarrhea. Other results indicated that: 

• Center directors rely most frequently on the child*s personal physician 
to answer medical questions concerning the individual child's health. 
County health departments are utilized second in frequency. 

• There is no one reference book used commonly for health and safety 
education by the center directors. 

• While most caregivers are employed full-time, the average employ- 
ment duration at the center is 2 years or less. 

1 J> 
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Caregiver Survey 

A survey of Alabama caregivers of children in day care indicated that while 
pai'ents seldom ask them for health infonnation, the most common topics about 
v/hich information is requested are growth and development, psychosocial 
problems such as toilet training, immunization requirements, illness preven- 
tion, and when the child needs to visit a doctor for illness. Unfortunately, 
caregivers often do not have definitive sources for their own information. 
Caregivers overwhelmingly receive their health and safety information from 
the director of their center rather than from reference books, participation in 
conferences, or from contact with the general medical community. 
Caregivers listed their lop health and safety concerns as spread of illness, 
cardiopulmonary resuscitation, first aid, recognizing signs of illness, and 
normal growth and development of children. Furthermore, the caregivers 
surveyed prefer to receive educational information and training on health and 
safety through workshops and conferences or through short talks by health 
professionals. 

Parent Survey 

Parents with children in day-care centers were surveyed to detcrm ine their 
concerns for their cliildrcn's health and safely. The data also indicated the 
illness patterns of children attending day care, as perceived by parents. 
Caregivers who are aware of the perceptions and needs of parents are equipped 
to address them. This in turn promotes mutual satisfaction of the parent and the 
caregiver. 

The resultsof the health and safety survey of parents with children enrolled 
in day care show the following: 

• The five top health and safety parent issues are cardiopulmonary 
resuscitation (CPR), first aid, spread of illness, nutritionaJ topics, 
and normal growth and development of children. 

• Parents prefer to receive health and safely information primarily 
through pamphlets, books, and other printed materials with videos 
being the next choice of presentation. 

• Thcmost common health problems for children less than 2 years of age 
arc ear infections, colds with fever, and diarrhea. These three 
problems are most likely to be associated with three or more episodes 
per year of illness. After age 2, throat infections closely follow ear 
infections, colds and fever, and diarrhea illnesses. 

• Eighteen percent of parents perceive their children as heavy for 
height and age, 

• Ten percent of children have been hospitalized overnight for illness or 
injury in the past year. 

• Of children under age 5 years, only 44 percent ride in a child safely car 
seal when a passenger in the car. 

Summary of Results 

Based on these three surveys, it was concluded that: 

• Parents, caregivers, and directors are very interested in health and 
safety issues. % ^ 
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• Acute infectious disease recognition and management, accidents, and 
CPR/first aid are topics of interest for parents and caregivers. 

• Child physical-psychosocial growth and development are of consid- 
erable interest toparents. Both day-care directors and caregivers value 
on-sitetalks by professionalsattheircenteron health and safety topics. 

• There is substantial personnel staff turnover in day-care centers. 

• This makes training of caregivers concerning health and safety issues 
a necessary part of orientation and review. 



Note: Although directors and caregivers were considered two separate 
populations for the survey purposes, the term caregiver will refer to any 
individual (including the director) who takes care of children in a day-care 
center* 



The Caregiver as a Role Model 

Caregivers influence the health and well-being of children and families 
through (heir personal example, by practicing good health behaviors, by setting 
and following rules to reduce illness and injury, through observing children 
closely, and through formal instruction. 

The caregiver's health beliefs, health behaviors, and personal hygiene 
standards are important models that children observe and imitate. The personal 
habits of every caregiver directly influence the promotion of health in the day- 
care setting. 

For example: 

Hand-washing, It is impossible to wash one's hands too often when 
working in a day-care setting. Frequent hand washing is a must to protect the 
caregiver from germs and to interrupt spread of germs. Fingernails should be 
short and hand jewelry, under which germs can hide and grow, should be 
minimal. Frequent hand washing is the most important health behavior, but it 
is easily forgotten in the hurried day-care setting. 

Smoking. Adult cigarette smoking has been found to contribute to the 
incidence of upper respiratory infections and car infections of children exposed 
to srnoke. The best health policy forany center is to be smoke free. Being smoke 
free sets a good example to children, who model the behavior of adults they 
respect. 

Role Modeling, Modeling of healthy behaviors, such as physical activity, 
not smoking or using tobacco, and using seat belts in the car, influences both 
parents and children. The caregiver's good example not only will keep him/her 
healthy, but encourage similar behaviors in other day-care givers and in 
clientele. 



The Role of the Caregiver in Promoting Healthy Development 

The caregiver setting is an excellent place to help children develop good 
health habits that will last a lifetime. A few of the many examples are: 



• Wash the children's hands before eating, after toileting or handling 
soiled surfaces, and after handling nasal secretions or blowing the 
nose. 

• Teach children to cover their mouths when coughing or sneezing. 

• Help children brush their teeth after eating. 

• Encourage and provide healthy snacks. 

• Pronfiote safe exercise. (Specific information regarding physical 
activities and motor development are discussed elsewhere in this 
monograph.) 

The caregiver is a respected and trusted "family member." Therefore, in 
addition to general health and safely, caregivers can promote the child's mental 
and emotional health by helping parents recognize some normal developmental 
landmarks of childhood. Recognizing these landmarks encourages parents to 
have reasonable age-appropriate expectations for their children. 

All caregivers know there is a significant difference in what an 18-month- 
old and a 2-year-old can do, and a difference in their temperaments as well. 
Caregivers can help parents by mapping out significant developments for their 
child, including speech and language development. For example, a I2-month- 
old child can usually sit alone, crawl, walk, and grasp objects with two fingers. 
In the area of laiiguage development, a child age 15-24 months can usually say 
short sentences. The caregiver is in a position to observe development and 
discuss with parents areas of progress or concern. 



Health and Safety Requirements for Day-Care Programs 

While day-care programs have requirements for health and safety that are 
set by state agencies, such as immunization requirements, each individual day- 
care program needs additional policies, such as when to exclude and readmit 
children to the center. These policies are beneficial, yet implementing them, 
particularly when faced by a parent who asks staff to bend the rules, creates 
stress and difficulty . What is a caregiver to do? Be a "saint" and bend the rules, 
or be a "scrooge" and enforce these health and safety policies. 

Rules and policies for each center arc best set with the input of a physician 
orpublic health advisor. Rules that are the center's policies rather than arbitrary 
personal rules will help in promoting compliance. The caregiver should work 
with thechild's doctor, or the center's medical consultant, to make policies that 
best fit each center's staff capabilities and children's needs. The policies may 
cover (a) taking temperatures (rectal or other); (b) giving medications (over the 
counter, prescriptions); (c) excluding ill children from the center; and (d) 
readmiuing ill children. 

A few rules consistently enforced arc preferable to n^any rules randomly 
enforced. Just as parents set rules and their children test the rules to see if the 
rule is important and how far they can go, parents may test the day-care center 
rules. As they see the center's illness and rcadmission policies consistently 
followed, they are assured the center staff is keeping theirchild healthy and safe, 
and they respect this. 
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Developing Caregiver Skills 



The caregiver should feel comfortable in the recognition and treatment of 
first aid problems. The American Red Cross has developed a new program 
designed for caregivers that includes first aid and infection and injury preven- 
tion. Thisprogram willbeavailableatmostlocal American RedCross chapters. 

Development of judgment concerning when a child is sick, how sick the 
child is, and what should be done requires training and experience. Caregivers 
observe many children every day, and their observations of each child are 
especially helpful. Caregivers should spend 10-20 seconds each day to fill in 
a brief observational list for each child. This checklist will be invaluable in 
assessing the child. 

Illness Recognition 

It is said that good doctors know what they know, know what they don't 
know, and know when to get help. Thesamecanapply togoodcaregivers. The 
following examples are only general guidelines. More specific information 
regarding assessment and intervention is discussed elsewhere in this mono- 
graph. 

Fever. The usual pattern for fever is for a child's temperature to be lower 
in the morning and higher later in the day. Therefore, if a child presents to the 
center with a high temperature in the morning, he/she will almost always get 
worse during the day and these children should not be admitted. This protects 
them, as well as prevents germs from spreading to others. See Appendix A, 
Fever Sheet, and Appendix B, Colds and Congestion, at the end of this chapter. 

Liquids. Watciithechild'sintakeoffoodandfluidsandoutput (the number 
of stools and n umber of urine voids a child has). A child with a fever or diarrhea 
needs more fluids than usual. So when a child is not drinking much or is having 
more frequent watery or loose stools, dehydration is possible and is serious. If 
achild acts listless and his/her mouth and eyes lookdry, or if staff are concerned 
that dehydration is likely, notify parent or doctor at once. 

Rashes, A child with any skin rash, especially one who acts sick and/or has 
a fever, needs to be seen by a health professional as soon as possible. 

Illness recognition is easier when the caregiver looks for signs of illness 
every day in every child. The Illness Observation Sheet (Figure 1) is a 
convenient way to look for illness. This form should be maintained for each 
child daily. Although children are usually healthy, reviewing and recording 
observations daily helps polish skills as a medical observer. The Illness 
Observation Sheet should be shared with parents each week, or, if the child 
appears sick, a copy provided to the parent that day, with a copy kept for the 
center's records. 
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Figure 1 
Illness Observation Sheet 



Child's Nanie: 



Date: 



Problems: check all that apply. 



Temperature: 
to touch_ 

Breathing: 
fast 

Eye: left 

red 

Ear: left 



oral 



rectal 



sounds congested, 
fright 



whcezing_ 



difficult. 



itch 



right_ 



drainage^ 



pulling at_ 



drainage. 



pain_ 



Nose: drainage color: 

clear cloudy. 

bleeding. 

Throat: 

red 

Chest 



yellow. 



green_ 



thin drainage. 



thick drainage. 



sore 



hoarse 



Rash: 



cough: 

dry sound. 

diaper 



loose sounding. 



deep chest. 



area 



other 



yeIIow_ 
mostly formed, 
small amount. 



Vomiting (not spit up): Number of times. 

small amount large amount_ 

. Diarrhea: Number of stools 

Blood: yes no 

Color: brown green 

Consistency: watery 

Amount: large amount _ 

. Injury: where in body what happened. 

. Urine: more than usual less than usual 

. Stomach Ache 

. Intake - Amount of liquid: 

more than usual less than usual 

Activity: 

less active acts hurt sleeping a lot 

. Taking any Medicines: no yes 

„ Other Problems 



other 



Involving the Health Professional in Caregiver Education 

The public hcahh community and private physicians, especially pediatri- 
cians, arecapablc of and interested in supporting the caregiver and sharing their 
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knowledge and skills regarding illness and health. In fact, physicians, nurses, 
and other health care professionals working with children are frequently asked 
by parents, "Can you recommend a good day-care provider"? Many pediatri- 
cians recommend centers based on their personal experiences with how day- 
care staff handle nnedical (health and safety) problems, both preventing 
problems and handling those problems that occur. 

To receive technical health and illness information, and to increase 
referrals to the center, caregivers must involve the medical community. Here 
arc a few suggestions. 

• Visit as many pediatricians, fam ily practitioners, and general practitioner's 
offices in the community as possible to share the center's medical/illness 
and safety protocol with them and to ask for their suggestions. 

• Invite community physicians, public health department nurses, or hospital 
nurses to the center to present a 15-20 minute discussion of a topic of 
interest to the staff. Examples: treatment of stings, bites, and heat-related 
illness (summer); poisoning, holiday safety, and allergies (fall); cold- 
related injury and common winter infections such as ear infections, sore 
throats, bronchitis (winter); water safety, allergies, poisons, playground 
safety (spring). (Speakers will appreciate a thank-you note or a cup with 
the day-care center's logo.) 

• Hire a physician as consultant to the day-care center. While many 
physicians will decline compensation, they will nevertheless appreciate 
the offer very m uch . The ph ysician consullan t shou Id be familiarized with 
the center and its unique needs. 

• Visit the county public health departments have to talk with their staff. 
Most public health departments have environmentalists who can help with 
safety, food service, sanitation; nurses to help with disease/illness ques- 
tions, immunizations, examinations; nutritionists to help with menus and 
nutritional information and the Women, Infants, and Children (WIC) food 
program. 

• Develop a policy/procedure manual. There is no need to reinvent the 
wheel! Existing procedures used by other centers may be modified. 
Whether starting from scratch, oradopling an existing manual, add to it one 
policy at a time as new illnesses or health and safety situations are 
encountered. (See resource list at the end of this chapter for suggestions.) 

• Attend relevant seminars in the community. If none are available, contact 
the slate chapter of the American Academy of Pediatrics and ask them to 
help by providing speakers for seminars organized by the caregiver staff. 
Local community sponsors for seminars and workshops might include (a) 
the American Red Cross; (b) community organizations such as the 
Chamber of Commerce or United Way organizations; (c) the state agency 
responsible for day-care regulations; (d) the health department. 

• Ask for permission to use handout sheets that have been developed by 
physicians for use in their medical practices. 
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Appendix A 
Fever Sheet 

Fever is a response to an infection and is a helpful indicator that a child is 
ill. Some serious illnesses are associated with little fever, and minor illnesses 
may have a great deal of fever. Therefore, the degree of fever does not always 
indicate the seriousness of the illness. The concern is with how ill the child 
appears rather than how high the fever is. Children tolerate fever better than 
adults do. However, any temperature equal to or greater than 10 T Fahrenheit 
(F) rectally in a child less than 6 months of age needs to be brought to the doctor' s 
attention immediately. 

What is a High Temperature? A child's normal temperature varies v/ithin 
a range of 97" to 100,5TF during the day and night. Therefore, temperatures 
above 98.6" are not considered a fever until they are above 100.5'. 

Taking a Temperature. Take rectal temperatures or oral temperatures 
only! The rectal temperature is 1 degree above the oral temperature of the body. 
Do not use temperature tapes or put the thermometer under the arm because the 
temperature varies too greatly for accurate use. 

How to Take and Report a Child's Temperature 

Rectal. 

1. "Shake down'* the thermometer until the reading is below the arrow. 

2. Apply a small amount of oil or petroleum jelly to the thermometer bulb tip. 

3. Insert bulb of the thermometer 1 inch into therectum. Rest the hand holding 
the thermometer against the baby's bottom. If the child moves suddenly, 
your hand and the thermometer will move with her/him and prevent 
accidental injury. 

4. Keep the thermometer in the rectum for 3 minutes. 

5. Read the temperature recorded on the thermometer. Report the tempera- 
ture accurately. For example, 100.5" is not one hundred and five, it is one 
hundred point five. 105.0' is one hundred and five point zero. 

Oral. 

1. "Shake down" the thermometer until the reading is below the arrow. 

2. Insert bulb of the thermometer under the child's tongue. 

3. Keep the thermometer under the tongue for 3 minutes. 

4. Read the temperature recorded on the thermometer (see step 5 above). 

Treatment. Not ail high temperatures require treatment. Children may 
have temperatures of up to 102' for several days without feeling bad or acting 
sick. Antibiotics do not control fever unless the fever is caused by a bacterial 
agent. Virus infections may cause fever but are not helped by antibiotics. 
Repeated use of antibiotics given for fever may change your child's natural 
protection and make him/her more susceptible to infection. 

• Encourage plenty of liquids — Popsiclcs, Pedialyte, Gatorade, 7-Up, Jell-o 
water. 

• Dress child lightly in loose clothing so as not to hold fever in. 



• Give lukewarm baths. Place the child in the bathtub with the water level 
between thechild'sbreastandnavel.For45minutes to 1 hour,wetthcchild 
with a washcloth. This will help to lower the temperature 1-2 degrees and 
help him/her feel better. If, while soaking, the water warms up (test with 
your elbow), add some cool water to restore the water temperature to 
lukewarm. If the water turns too cool (test with elbow), add some warm 
water to keep the temperature to lukewarm. Dry child after bath and dress 
lightly. The soaks may be repeated as often as necessary to keep your child 
comfortable. NEVER leave a child alone in the bathtub! ! ! 

Acetaminophen. (Tempra, Children*s Tylenol, Children's Panadol, 
Children's Anacin 3). Acetaminophen is recommended for treatment of fever 
in infants, children, or teenagers. If an overdose of acetaminophen is suspected 
call the Poison Center or a doctor immediately. 



Age 


Approximate 


Drops 
80 mg 


Dosage 
Syrup 
160 mg 


Chewables 
80 mg 


Under 3 mo. 


Under 131b 


1/2 dropper 


1/4 tsp 




3-9 mo. 


13-20 lb 


1 dropper 


1/2 tsp 




10-24 mo. 


21-26 lb 


1 1/2 dropper 3/4 tsp 




2-4 yr. 


27-35 lb 


2 droppers 


1 tsp 


2 tablets 


4-6 yr. 


36-43 lb 


3 droppers 


1 1/2 tsp 


3 tablets 


6-9 yr. 


44-62 lb 




2 tsp 


4 tablets 


9-11 yr. 


63-79 lb 




2 1/2 tsp 


5 tablets 


i 1 yr. 


80-89 lb 




3 tsp 


6 tablets 


12+ yr. 


90 lb & up 




3-4 tsp 


6-8 tablets 



Dosage may be given every 4 hours as needed but POt more than 5 times daily. 



Aspirin may increase the risk of developing Reye*s Syndrome. Reye's 
Syndrome is a rarebut serious disease than can follow influenza (flu) or chicken 
pox in children and teens. ASPIRIN IS NOT RECOMMENDED FOR 
TREA TMENT OF FEVER. 

Will Fever Cause Convulsion and Brain Damage? Fever does not cause 
brain damagp in children. Approximately 1 -2 percent of all children may have 
a convu Is^n with fever despite adequate fever control. The priority is to protect 
the childTrom injury , and to notify a doctoral once. These spells arc frightening 
and are usually outgrown; they cause no permanent damage to the brain. 

Fever is not a cause for panic. The best therapy for the hot child is a cool 
parent. If any questions or problems occur, contact a physician so that thecausc 
of the fever may be detected and proper treatment begun. 



Appendix B 
Colds and Congestion 

Nasal Congestion is a common problem for infants, toddlers, and older 
children . Congestion may be caused by many viruses, allergies, or air pollutants 
like cigarette smoke. Children defend themselves by producing mucus. 
Treatment involves helping to clear the mucus and to keep the child comfort- 
able. Coldsare viral infections thatoccuratall ages. It is not unusual for a young 
child to have six colds each year. During the winter months, heating systems 
dry the air, which increases congestion problems. 

Cold Symptoms may include (a) decreased appetite, (b) ageneral rundown 
feeling with less play and more fussiness, (c) nasal congestion, (d) red or itch ing 
eyes, (e) sore throat, (f) enlarged neck lymph nodes, (g) muscle aches and pains, 
(h) cough, and (i) headache. Colds last7-10 days with some symptoms lasting 
longer. 

Most colds can be treated at home without difficulty. Notify the doctor if 
any of the following symptoms are present, or if there are other questions. 

• Child seems very sick 

• Temperature of 103' rectal (lOTif the child is under 4 months) 

• Fever for more than 3 days 

• Persistent cough that awakens child from sleep 

• Difficulty breathing, significant changes in breathing pattern, or 
wheezing 

• Earache, chest pain, or foul smelling nasal discharge, eye discharge, 
or pain 

• Other symptoms such as diarrhea, vomiting, extreme irritability 

• Colds that last more than 10 days or 2 weeks 

Treatment of colds and congestion is designed to make the child more 
comfortable while his/her body fights the cold virus. 

• Fever — Use acetaminophen (Tylenol, Tempra). 

• Congestion 

• Vaporizer — Use a cool air vaporizer or cool air humidifier at bedside 
to loosen mucus. Clean the vaporizer daily. 

• If the child sounds **snorty use salt water nose drops (AYR or Ocean 
Drops) or make drops with 1/4 teaspoon salt in 1/2 cup of water. Instill 
the drops gently with a plastic dropper several times a day and before 
meals to loosen mucus. Gentlysuctionanyvisiblemucusfromnostrils 
using a nasal rubbcrbulb suction. Remember to let the child catch her/ 
his breath between suctionings. Suction gently as needed. 

• Liquids — Encourage clear liquids (Gatorade, soda, Pedialyte). 

• Activity — A good principle is to keep the child at home for one additional 
day after he/she is without fever before returning to school or day care. It 
is difficult to limit a child 's activities, but hard playing should be avoided. 
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XIII 



Playground Management 
and Safety 



Louis Bowers, Ph,D, 
Introduction 

The play of children is universally characterized by spontaneity, freedom, 
creativity^ discovery^ and joy. It can be observed that young preschool 
age children do not wait for a specified time to play» but rather initiate at 
every opportunity voluntary play activities as an important part of discovering 
and experiencing life. The play and developmental experiences of children 
form an integrated process through which the child's self is explored in 
relationship to the worid. 

Play takes many forms in making its contributions to the physical, 
psychological^ and social development of children. It is most readily observ- 
able in the physical movement of children engaged in play. Young children 
both desire and need to involve their bodies in vigorous activities requiring 
forceful contraction of their muscles in order to promote growth and maintain 
the size and strength of both the muscular and skeletal systems. In addition, 
growing, developing children also require perceptual motor experiences for the 
achievement of control and coordination of movements of their bodies. 
Physical activity in which the child^s body moves up, over, down, under, and 
through a variety of environmental challenges is both necessary for motor 
development and enjoyable to the young child. Thus, basic movements such 
as rolling, crawling, climbing, walking, jumping, leaping, running, and sliding 
are natural and important expressions in the natural play of children. 

The play of children in its natural form is easily engaged in where there are 
accessible play spaces which have grass, hilly terrain, climbing trees, sand, 
water» and materials for building. However* with a continuing increase in 
human population these play spaces have and are bci ng replaced by commercial 
buildings, parking lots, housing developments, and agriculture. In an effort to 
substitute for the vanishing natural play areas, parks, schoolgrounds, and 
backyards have been designated as the outdoor places in which children should 
play. Isolated pieces of traditional play equipment such as swings, seesaws, 
slides, merry-go-rounds, and monkey bars have been designed by adults to 
provide for play within these often barren, reclaimed play spaces. 

Play equipment, if it is to serve the needs for play of children, must 
accommodate all the players. All the players include young preschool age 
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children with limited control of movements, children with varying degrees of 
physical and/or mental impairments, as well as able-bodied children with high 
levels of movement capabilities. 

Adults routinely attribute the cause of playground-related accidents to 
inappropriate use of the play equipment by children . Could it be that the design 
of traditional play equipment is inapproi.;iate for the natural play behavior of 
children? 

The natural play of all young children, which is characterized by explora- 
tion, creativity, and gaining mastery over new physical challenges, is in direct 
conflict with the limited ways traditional play equipment can be used. Play 
equipment which allows only one child at a time to climb, slide, or swing and 
further demands that these activities be performed in a singular prescribed way 
severely limits the imaginative play of children. 

Whenever the natural exploratory play behavior of children is in conflict 
with the single-standard design of the play equipment, the behavior is deemed 
inappropriate and often results in an accident. A National Electronic Injury 
Surveillance System (NEISS) report (1990) estimated thatduring the year 1988, 
202,346 children in the United States received hospital emergency room 
treatment for injuries related to playground equipment. 

In order to describe the type, location, and condition of playground 
equipment in preschool centers in the United States, a national study of 
preschool center playgrounds was conducted by the American Association for 
Leisure and Recreation Committee on Play of the American Alliance of Health, 
Physical Education, Recreation and Dance. The study included a survey of 349 
randomly selected preschool playgrounds in 3 1 states which provided informa- 
tio.i about 2,447 play structures; 2,783 sets of portable play materials; and 2,9 1 9 
otl-icr provis ions on the playground (Frost, Bowers, & Wortham, 1 990; Worlham 
& Frost, 1990). 

The eight-page survey instrument was designed to secure information 
regarding: (a) the type and quantity of play structures and play materials, (b) 
location of each play structure on the playground, (c) the maintenance status of 
each play structure, (d) the height and configuration of each play structure, and 
(e) the type of surface material under each play structure. The survey provides 
information regarding broken or missing parts, sharp edges and projections, 
small openings within the structures, and other safety conditions. Conditions 
related to signs, trees, pathways, shade structures, wheel toys, manipulative 
materials, and garden areas were also covered. The findings of the survey for 
swing, sliding, and climbing structures and rotating, rocking, and seesaw 
equipment as well as sand and water play are as follows. 

Swing Structures 

The survey reported 554 swing structures at the preschool centers which 
constituted the highest percent (22.6 percent) of all play structures. Fivepercent 
of the swing seats on these structure:: '\ cre made of metal or wood despite the 
recommended safety standards of the Consumer Products Safety Commission 
which call for the replacement ofnietal or wood seats with softer material. Only 
34 percent of the centers had smaller swing structures designed for preschool 
children, and 17 percent had appropriate-size swing seats for use by preschool 
age children. Perhaps of greater concern for the safety of cliiidren using the 
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swings was the finding that only 11 percent of the swing structures had a 
surrounding barrier to prevent children from running in front of moving swings 
and 21 percent of the structures had sharp comers, edges, and projections. 
While the average number of reported concrete footings per preschool center 
was one per preschool, the potential hazard posed by exposed concrete footings 
makes even oneexposedfootingcause forconcem. Ofthe 202,346 playground- 
related injuries reported by NEISS in 1988, 76,089 were related to the use of 
swings. Fortunately only 33 percent of these injuries were to children 0-4 years 
of age. 

Sliding Structures 

The 531 sliding structures ranked second in prevalence at the preschool 
centers (21.7 percent of play equipment). Missing or broken parts were found 
on 6 percent of the slides, and sharp comers, edges, or projections were reported 
on ISpcrcentofthe slides. Fortunately, the average vertical heightof531 slides 
surveyed was 5 feet 5 inches as compared to the higher sliding structures found 
in an earlier national study of elementary school playground equipment 
conducted by the AAHPERD Committee on Play (Bruya & Langendorfer, 
1988). However, the danger associated with the height of sliding structures 
reported in the preschool centers is magnified by the finding that the concrete, 
asphalt, clay, and packed dirt which constitute 20 percent of the ground 
covering under the slides are unacceptable. The 1988 NEISS Injury Report 
indicated 42,806 injuries associated with slides and 48 percent of these injuries 
involved children ages 0-4 years. 

Climbing Structures 

The survey reported 1,046 separate climbing structures which was 46 
percent of the total number of play structures at preschool centers included in 
the study. Unfortunately, an average of 3 climbing structures per preschool 
center (10 percent) were found to have open holes at the end of pipes forming 
the structure. Small openings where body parts could be entrapped were present 
on 44 percent of the structures. Twenty-four percent of the climbing structures 
were 7-feet or higher, and only 61 percent of the structures had guard rails 
around the highest platforms. The opportunity for a preschool age child to fall 
from a 7-foot or higher height combined with the finding that 23 percent of the 
ground covering was concrete, asphalt, gravel, and other unacceptable mate- 
rials is of grave concem. Since 57,217 injuries in the 1988 NEISS Report were 
related to children utilizing climbing equipment, the above findings of unsafe 
conditions of climbing equipment must be improved. Fortunately only 18.7 
percent of these injuries were to children 0-4 years old. 

Rotating Equipment 

While only 72 merry-go-rounds (2.92 percent of all playground equipment 
reported) were found, the fact that 16 percent of the merry-go-rounds had an 
opening between the rotating post and the outer perimeter is alarming. Further, 
the finding that 13 percent had either open gear boxes or the potential for 
shearing action underneath and 14 percent had sharp edges and protrusions 
malces this play equipment very questionable for inclusion on preschool center 
playgrounds. The use of concrete, asphalt, stone, and brick under and around 



6 percent of the merry-go-rounds further adds to the existing hazards of the 
equipment. The 1988 NEISS Report did not specify injuries occurring on 
rotating equipment, but perhaps are included within the 16,548 injuries related 
to **other equipment/' 

Rocking Equipment 

Individual rocking structures (172) constituted 7 percent of all play 
equipment reported in the study. On the positive side, 76 percent of the rocking 
structures had 3-inch-long hand holds, and 59 percent had 1 l-inch foot rests. 
On the other hand, 17 percent had sharp edges and projections, and on 47 
percent, spring action pinching was possible. Rocking equipment also was not 
included in the 1988 NEISS Report on playground-related injuries. 

Seesaw Equipment 

Only 76 seesaw structures, which constituted 3 percent of all play 
equipment, were found in the preschool survey. Although 68 percent of the 
seesaws had 3-inch-long hand holds and 19 percent had cushioned impacts for 
seat landing; 40 percent had intenial moving parts accessible to fingers, and 
shortcomers and projections were found on 26 percentof the seesaw structures. 
These last two negative features, plus the further finding that asphalt, concrete, 
and stone represented 1 6.5 percent of the ground covering under seesaws, wou Id 
make seesaws an undesirable play structure, especially for preschool age 
children. Tliis concern is borne out by the reported 9,686 injuries in the 1988 
NEISS Report which were related to seesaw equipment. Thirty-one percent of 
these injuries involved children 0-4 years old. 

Sand Play Areas 

There were 176 designated sand play areas reported, which represented 
nearly 10 percent of all play structures. Thirty percent of the sand play areas 
were elevated, and 1 8 percent were covered or located so as to excl ude animals. 
Eighty-one percent of the sand play areas were clean and free of debris. The 
developmental benefits of children playing with sand far outweigh specific 
safety concerns, which are minor when compared to play structures. 

Water Play Areas 

Only 100 water play areas (3.59 percent of all play equipment) were 
reported in the survey. Forty-five percent were elevated, fenced, and gated, and 
52 percent were clear and free of debris. The 5 1/2 inch average water depth 
in the water play areas calls for close supervision of preschool age children. 

Portable Play Materials 

In the category of portable play materials, the survey reported that in 51 
percent of the preschool centers there were tools and buckets available; 54 
percent had balls and other sporting equipment; 56 percent had trucks, cars, and 
other small toys; and 55 percent had riding wheel toys available. However, 
there were wooden building blocks found outdoors in only 19 percent of the 
preschool centers and virtually no signs, tree houses, or drinking fountains near 
playgrou nd equipment. When one considers the many creative acti vities which 




preschoolers can and should be engaged in, the lack of portable play materials 
in nearly half of the preschool centers siu veyed is a sad commentan/. 



Quality Playground and Safety Principles 

To establish quality preschool playgrounds or to help make preschool 
pla> grounds better and safer for children, the following principles of design, 
maintenance, and supervision are suggested: 

Provide Accessibility 

Accessibility is being able to get up to and on and off equipment easily. 
Accessibility is impt 'tant not only for handicapped children, but for young 
children and other pi; ycrs as well. Playground designs must take into account 
the way children play, so that children can move easily from one play activity 
to another. Injuries often occur when children who are too impatient to wait 
their turn look for unsafe paths to their destination. Equipment should provide 
several routes of varying degrees of difficulty. For example, children should 
have a choice between going up an easy ramp, climbing steps, or making their 
way up a more challenging incline or a net ladder. Ramps, inclines, and 
climbing nets each should be wide enough to allow several children to play on 
them at the same time. A slide should also be wide enough for several children 
to use it together. The principle here is to give children accessible space in 
which to play together with varying degrees of challenge so as to avoid waiting 
in line. 

Avoid Steep Slopes 

Ramps, slides, or climbing nets are important play components, but they 
should not be installed atangles of greater than 45 degrees and preferably closer 
to 35 degrees. On .j. slope below 45 degrees, a child *s weight is centered forward 
so that a misplaced step will result in the child's falling forward in a way that 
can be controlled. The steeper the slope, the greater the risk a child will fall 
backward to the ground and be injured. 

Limit Distance of Falls to 18 Inches 

A play stpjcture should follow a multilevel design which consists of a series 
cf low to high platforms. The distance between levels can range from 12 inches 
to 24 inches, depending on the age of the children using the equipment. An 18- 
inch height between levels is both safe for preschool age children and presents 
a challenge for older children. The goal: a reasonable height to climb, but a 
minimal distance to fall. Don't expect siderails, which are recommended by 
the Consumer Products Safety Commission for all play structures above 30 
inches, to provide the additional protection on high platforms, because they 
simply add to the height that children can climb. If a play structure is designed 
properly , every preschool child should be able to climb to the highest point, but 
no child, even though he or she may be 6 feet from the ground, should be able 
to fall more than 18 inches to the next platform. 
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Re-evaluate Risky Equipment 

Many playground injuries are assbciated with equipment that moves 
children and generates force. Swings, merry-go-rounds, and seesaws are 
examples of th is type of equipment. Once a child or her playmates get the play 
equipment moving, they cannot control the momentum that has been generated. 
That's why children are struck by swings or seesaws and fall off merry-go- 
rounds as they are pushed by others. Safe use of these playground standbys, 
requires additional attention and supervision. It's also a good idea to install a 
fence or other barrier to keep children from running in front of swings and to 
encase the moving parts of a merry-go-round or seesaw to protect exploring 
fingers. 

Provide Soft Ground Covering 

Ten inches of loose sand or mulch under play structures is needed to 
cushion falls from several feet. The depth and resiliency of the ground cover 
needed will depend on the potential height of a fall from equipment and the 
shock absorption quality of the material used. Wet sand provides far less 
cushioning for landing than dry sand, and packed mulch provides less absorp- 
tion than loose mulch. Various types of rubberized surfaces provide good 
resiliency, but are quite expensive. Ground cover is very important because, 
although it will not prevent a fall, it can certainly reduce the impact of any fall. 

Match Size of Equipment to Ages 

Playground equipment should be designed appropriately for the age group 
using it. A 3- or 4-year-old should not have to climb up a 13-foot vertical ladder 
to reach a slide, for example. And, on the other hand, small, unchallenging 
structures might encourage older students to engage in inappropriate experi- 
mentation, such as balancing on narrow siderail beams or atop posts. Young 
children need play structures which match their size, physical strength, and 
movement capabilities. 

Ensure Safe Clearances 

No child should come off a slide, swing, or merry-go-round and run into 
another piece of equipment or a tree. Place each play structure at least 20 feet 
away from trees, fences, or other playground structures so children have a 
chance to react safely as they make a transition from one play activity to another. 
Interconnected play structures with strategically placed play components 
eliminates the problem of isolated play structures being too close to each other. 

Provide Partially Enclosed Spaces 

Children enjoy enclosed spaces for quiet and dramatic play. Providing 
partially enclosed tube slides or tunnels makes playground equipment more 
versatile. Of course, enclosures must be large enough for children and adults 
to move freely through them and to permit adults to supervise visually. 

Use Interconnective Play Components 

Providing variations in the size, color, texture, and, most important, 
configuration of play structures promotes accessibility, experimentation, and 
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varied play for children. An interconnective play structure is one that connects 
ramps, climbing nets, stairs, slides, platforms, and pathways to provide easy 
movement throughout the play structure. Interconnective structures provide 
more opportunities for play in less space and with greater ease of supervision. 

Minimize Exposure to Sun 

Installing playground equipment under the shade of trees or nearby 
buildings encourages children to play longer and more actively. Sunshine is 
beneficial, but having some shade available reduces the risk of sunburn or bums 
to the skin caused by metal slides becoming hot. The use of fiberglass or 
polyethylene for sliding surfaces eliminates both burns in summer and body 
parts freezing to play equipment in winter. 

Use Good Quality Materials 

Safe playground equipment requires strong, durable, and nontoxic mate- 
rials. Structures made of metal, wood, and/or plastic are all acceptable if they 
are constructed and installed properly. The equipment must be structurally 
sound: It must be able to support the weight of many children and aduUs at the 
same lime. All edges must be rounded and smooth and the structure free of 
cracks and splinters at all times. 

Insipect Equipment Regularly 

Regular inspections are essential to ensure the safety of playground 
equipment. Ask teachers to keep their eyes open for obvious dangers of broken 
glass and sharp rocks, but also for loose or exposed nuts and bolts or broken 
steps, during their regular playground duties. In addition, have trained 
maintenance personnel regularly inspect the structural integrity of playground 
equipment. Damaged areas should be identified immediately as being off limits 
until repairs are made. Identification of a problem followed quickly by 
appropriate repair is crucial to the maintenance of a safe play environment. 

Increase Supervision 

Teachers and playground aides perform a vital role in playground safety. 
To prevent reckless play , students must clearly understand the rules of safe play. 
All rules must be enforced by adults trained in supervision. A rule which is not 
enforced is not a rule. Childreii are not self-destnictive, but sometimes need the 
guidance of adults to play safely. 



Summary 

Implementation ofthesedesign,maintenance, and supervision recommen- 
dations will result in a safer, more enjoyable, and dcvclopmentally sound play 
environment for children. To put it another way, playground equipment should 
be designed tomakeitdifficult forchildren to hurt themselves, buteasyforlhem 
to have fun. Young people need and deserve the best quality play experience 
as they grow and develop. The guidelines provided in this chapter can help meet 
that c liallenge. Young children are special and deserve our very best. 
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XIV 



Injury Prevention in the 
Child Care Setting 



Albert Chang, MD, MPH 
Introduction 

Unintentional injuries, also termed accidents, are the leading cause of 
death in young children in the United States. In 1986, 2,814 children 
ages 0-4 years died from injuries; these represented 46 percent of all 
deaths in this age group. Many thousands more are severely disabled. For every 
injury-related death, an additional 45 children require hospitalization; 1,300 
chil(ken are seen and treated in hospital emergency rooms, and 2,600 are given 
some treatment at home. 

As more children are enrolled in out-of-home child care programs, there 
is a greater awareness of the injury potential in that setting. Although young 
children have been enrolled in nursery schools and day-care centers for over a 
century, reports of injuries sustained in these settings were first reported in the 
literature only 25 years ago (Bitner & DeLissovoy, 1964; Federer & Dave, 
1964). These were mainly descriptive studies which tabulated the number of 
children who sustained lacerations (cuts), abrasions (scrapes), and contusions 
(bumps) in a single nursery school setting over a specific period of time (usually 
a year). A more recent review of several hundred injury reports in a university- 
sponsored day-care center showed that only 1 percent of these injury episodes 
required referral to a physician. The authors concluded that "Despite numerous 
accidents, serious injury was ver>^ rare, and day care, indeed, seemed safe'* 
(Solomons, Lakin, Snider, & Paredes-Rojas, 1982). Another study which 
surveyed a large number of child care programs found comparable incidence 
rates between injuries in these settings and the home (Landman & Landman, 
1987). An analysis of 2 years of injury reports filed in a large system of day- 
care centers in Los Angeles found that younger boys (2-3 years) showed the 
highest injury rate and older giris (4-5 years) showed the lowest (Chang, Lugg, 
& Ncbcdum, 1989). The overall incidence rate was 19.7 injuries per 1,000 
child-years. The majority of the injuries were minor, and medical attention was 
recommended in only 12.8 percent of the injury episodes. The highest 
incidence occurred in the late morning period. A consumer product was 
involved in 53.7 percent of the incidents. Three out of 4 injuries were 
considered preventable by training and/or education, or by one or more of the 
Haddon injury prevention strategies (see Table 1 for an example). 
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A prospective study involving 71 day-care centers in Atlanta reported an 
incidence rate of L77 injuries per 100,000 child-hours in day care (Sacks, 
Smith, Kaplan, et ah, 1989). Almost half of the injuries occurred in the 
playground. BecauseathirdofalHnjuriesresultedfromfallsin the playground, 

the authors recommended the installation of impact-absorbing surfaces under 
the playground equipment. 

The question will naturally arise: do injuries occur more frequently and 
with greater severity in child-care centers as compared to home care? A 
Swedish study showed very comparable incidence rates, 1,05 per 100,000 
child-hours for day-care centers, and L 1 2 per 1 00,000 child-hours for the home 
(Jacobsson & Schelp, 1987). A Seattle study which monitored injuries in 
children served by a health maintenance organization actually showed a lower 
incidence of injuries in chUd care centers, 2.5 per 100,000 child-hours, 
compared to4.9 per 100,000 child-hours for children cared for at home (Rivara, 

DiGuiseppi, Thompson et al., 1989). As others have noted, the results of the 
above study should not be generalized to the heterogeneous child population 
that is enrolled in child care (Gielen, Smith, Chaulk et al., 1990). Clearly more 
research is needed in different child care settings aiid geographic locations, but 
thus far there is no evidence that children in child care sustain more injuries or 
more severe injuries than children cared for at home. 



Establishing an Injury Prevention Program in the 
Child Care Center 

In light of the above considerations, every organized program of child care 
should establish a written plan for injury- prevention. The plan should include 
the following components. 

• Develop safety guidelines. Describe the safety guidelines to be followed 
at the center. All staff mcnn hers at the time of employment should be 
given a copy of the safety plan, which should be reviewed with each 
caregiver to ensure that policies are understood and followed. The written 
plan should be on file at thcccntcrforreviewby staff, parents, and official 
agencies. 

• Set up an injury monitoring and logging system. When an injury occurs 
in the child care program that requires first aid or medical attention for 
a child or an adult, program staff should complete a report form that 
provides the following information: name, sex. and age of the injured; 
date and time of the injury; location where the injury took place; a 
description of how the injury occurred; part of the body involved; 
description of any consumer product involved; name of staff member 
responsible for the care of the injured at the time of the injury; actions 
taken on behalf of the injured following the injury; and name of person 
who completed the report (see Table 2). The injury report ibrm should 
be completed in triplicate. A copy should be given to the child's parent 
or legal guardian. The second ccpy should be kept in the child^s folder 
at the program site, and the third copy should be kepi .n a chronologically 
filed injury log. This last copy should be kept in the program site for al 
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least the period required by the state's statute of limitations. This report 
form should also be made available to health providers and other 
appropriate health agencies for review and analysis. The injury log 
should be reviewed by program staff at least semiannually and inspected 
by licensing staff and health consultants at least annually. 

Table 2 
Injury Report Form 

Name: Sex: Age: 

Date when injury occurred: 

Time when injury occurred: 

Location where injury occurred: . 

Description of how injury occurred: 

Description of part of the body involved: 

Name of consumer produced involved (if any): 

Action taken on behalf of the injured: 

Was parent/guojdian specifically advised of injury? 

Was child or parent specifically advised to obtain medical attention? 

Name of individuals involved in supervision at the time of injury: 

Name of person completing this report form: 



• Train caregivers in first aid, choking prevention, and rescue breathing. 
Whenever children are present, there should be at least one caregiver on 
site with training in first aid, choking prevention, and rescue breathing. 
This applies whether the activity is taking place in the child care program 
or elsewhere ( e.g. field trip, nearby playground). 

o Establish a program of continuing education addressing injury prevention 
and safety instruction. The knowledge and skills oi' the staff must be 
periodically reinforced in order to maintain adequate safety measures. In 
addition, new information must be shared with the entire staff. Continuing 
education workshops in injury prevention should take place at least 
annually. 

• Conduct aperiodic safety inspection oft he premises at least monthly, using 
an easy checklist. This should be the formal part of a safety inspection, and 
written reports should be maintained by the caregiver. Potential hazards 
Fius: be corrected immediately and when this is not possible, the hazards 
should be made inaccessible to the children. A good source of such a 
checklist is Kendrick. Kaufman, & Messenger (1988). 

• Perform other injury prevention activities that might be required, such as 
tornado drills or earthquake drills. The frequency of these exercises 
should be determined by the geographical location of the program. The 
drills should be carried out at least annually. 
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Epidemiology and Prevention of Specific Injuries 

Aspiration and Suffocation Injuries 

Epidemiology: Although the incidence of aspiration injuries (blockage of 
the larynx, trachea, or bronchi) has decreased, they remain a serious danger to 
young children. It is estimated that about 73 children (birth to 9 years) die from 
the injury every year. The association of this inji^ry with the following 
behaviors of children should be borne in mind: rapid eating, improperchewing, 
laughing or running with food in the mouth, or holding a foreign object in the 
mouth. Coins, small toy particles, and food products, particularly round foods 
(hot dogs, grapes, peanuts, raw carrots, and candy), head the list of causes. 
Other potential causes are uninflaled balloons, aspirin tablets, pop lops from 
beverage cans, and baby powder. The age of greatest risk is between birth and 
4 years, with the peak at 12 months. 

Prevention Measures: 

• Young children who are just learning to feed themselves should be 
supervised by a caregiver who is seaJ.ed at the same table or adjacent to 
the child's feeding chair. Children's food should be served on plates or 
other sanitaiy holders. Ro und, firm foods shou Id not be offered to young 
children (e.g. hot dogs, grapes, hard candy, peanuts and other nuts, and 
popcorn). For infants, foods should be cut up in small pieces no larger 
than 1/4-inch cubes; for toddlers, foods should be cut in small pieces no 
largerthan 1/2-inch cubes. A child should be encouraged to eat but not 
forced to do so. Food should never be used as a reward or punishment. 

• Children should not be given coins or small objects to play with and 
should be taught not to hold foreign objects in their mouths. Uninflated 
balloons or broken pieces of balloons should be kept away from young 
children. Thin plastic bags, (i. e., intended for storage, trash, diaper 
disposal), should be stored out of reach of children. By government 
regulation, the small parts of toys must meet the following standard: 
they must be larger than 1 .25 inches in diameter, and they also must be 
too large to fit into a truncated cylinder 2.25 inches long. 

• Cribs should be made of wood, metal, or approved plastic and have 
secure latching devices. Cribs should have slats spaced no more than 
2 3/8 inches apart, with a mattress fitted so that no more than 1 inch of 
space is between the mattress and the cribside. The minimum height 
from the top of the mattress to the topof the crib rail should be 36 inches. 
Drop-side latches should securely hold sides in the raised position and 
not be reachable by the child in the crib. Cribs should not be used with 
the drop-side down. There should be no comer post extensions (over 
5/8 inch) or cut-outs in the headboards on the crib. 

Poisonings 

Epidemiology: The American Association of Poison Control Centers 
reported a total of 1,368,748 human poisoning incidents in 1988. Since the 
centers do not cover the entire population of the United States, it is likely that 
the total number of poisoning incidents is greater than 2 million. Two thirds 
of these incidents involved preschool age children. Nine out of 10 cases 



occurred in the home. In 1985 there were 80 fatal cases of poisoning in young 
children. For every death, 80,000-90,000 nonfatal cases are seen in emergency 
rooms, and 20,000 individuals are hospitalized. 
Prevention Measures: 

• All toxic substances (e.g., kerosene, lighter fluid, gasoline) should be 
stored out of reach of children in a separate room or building. 

• All medicines, refrigerated or at room temperature, should be kept in an 
orderly fashion, stored away from food and at the proper temperatures, 
and inaccessible to children. Medicines should have child-protective 
caps and should also be kept under lock and key. 

• Plants that are potentially harmful should be kept out of the reach of 
children. Art and craft materials that are labeled as '*toxic'' should not 
be used by children. Consultation with local or national safety 
organizations should take place when there is uncertainty about the 
safety of these materials. Children and caregivers shall be separated 
from home areas that have been treated with pesticide, herbicide, or 
fungicide or other materials that are potentially toxic to human beings. 

• The poison control center and or family physician should be called in 
case of any poisoning emergency. Information on the child's age, 
substance ingested, estimated amount taken, and condition of the child 
should be made available to the poison control center or physician. 
Syrup of ipecac should be available for administration as a vomiting 
agent only under the direction of the poison control center or physician. 

Motor Vehicle Related Injuries 

Epidemiology: Motor vehicle related injuries involving passengers, 
pedestrians, and bicyclists represent the leading cause of death in young 
children. In 1988, there were a total of 49,000 fatalities, and 1.8 million 
disabling injuries. Seven percent of these fatalities occurred in children from 
birth to 14 years of age. In 1985 there were 1,610 passenger deaths; 1,161 
pedestrian deaths; and 353 bicycle deaths in children under 15 years of age. 

Prevention Measures: 

• A caregiver who provides transportation for children should operate a 
vehicle that is licensed according to the state. The vehicle should also 
be equipped with a first aid kit and emergency identification for all 
children being transported. Vehicles should have air conditioning if the 
ambient temperature exceeds 90*F, and heating if the temperature drops 
below 50^. A back-up vehicle should always be available and should 
be dispatched immediately in case of an emergency. Vehicles should 
be inspected regularly, at least weekly, to assure that signs, lights, and 
other safety features of the vehicle are operating properly. 

• The vehicle should be driven by a person who holds a current state 
driver's license that authorizes the driver to operate the vehicle driven. 
The criminal record file in the state and the child abuse registry in the 
state should be checked. No person recorded in the state child abuse 
registry as having abused children or with a criminal record of crimes 
of violence or sexual molestation should be allowed to drive children. 
All drivers should be required to receive instructions in child passenger 
safety precautions, including use of safety restraints, handling of 
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emergency situations, and supervision responsibilities as documented 
in the personnel record of any paid staff or volunteer who provides 
transportation for the program. All drivers, passenger monitors, or 
assistants should be trained in basic first aid, including cY oking preven- 
tion and rescue breathing. There should be no smoking in the vehicles 
whenever children are present. Drivers should not have used drugs that 
might impair their driving skills or alcohol for 12 hours prior to 
transporting the children. 

• Staffxhild ratios established for out of home child care must be 
maintained during all transportation provided or arranged by the 
program. The driver should not be counted in the ratio. No child should 
be left unattended in a vehicle. 

• A child should be transported only if the child is fastened in an approved 
safely seat, seat belt, or harness appropriate to the child's height and 
weight, and the restraint is installed and used in accordance with the 
manufacturer's instructions. Each child must have his or her own 
individual seat belt or safety seat. An approved restraint is one that 
meets federal motor vehicle safety standards. 

• In case of an emergency, all drivers should know and keep in the vehicle 
the quickest routes to the nearest hospital at any point on their route. 

• Children should not be transported more than 1 hour per one-way trip 
unless there are no alternative routes or modes of transportation 
available. In these cases, children should be provided with appropriate 
rest stops. 

• A plan should be developed for safe pick-up and drop-off points and 
pedestrian crosswalks in the vicinity of the child care program. This 
plan should be provided to staff and parents. 

• Children should be instructed in safe transportation conduct for their age 
and stage of development, both as passengers and pedestrians. Children 
using tricycles and other fast moving wheeled vehicles should use safety 
helmets bearing the Snell or ANSI approval label. 

• When the vehicle has arrived at the destination of the field trip, the 
engine should be turned off when children are leaving or getting in the 
vehicle. 

Falls 

Epidemiology: Falls represent the second leading cause of fatal 
nonintentional deaths for all ages. This type of injury represents a great danger 
to the elderly when they fall in the home. Falls, however, are also common in 
young children, although these are seldom fatal. Infants were involved in over 
86,000 emergency room treated injuries in 1987. Toddlers also fall from 
playground equipment, furniture, stairs, windows, and motor vehicles. 

Prevention Measures: 

9 The prevention of falls from playground equipment is extensively 
discussed in Chapter XIII. 

• Parents should be instructed to prevent hazards that result in falls. For 
example, supervision of young children should be constant in order to 
prevent falls from changing tables, high chairs, cribs and beds, win- 
dows, and stairs. Parents should install safety gates with child-proof 
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latches at the top and bottoms of all stairwells. If children live above 
th J first floor, windows should have metal guards. Changing tables and 
high chairs should have a safety strap which when used can provide 
additional protection against falls. 

• The use of safety belts or safety seats can also prevent falls when 
children ride in motor vehicles. Children should not be allowed to ride 
in open truck beds. 

• Parents should be advised not to use child walkers because these have 
been frequently involved in falls. 

Burns and Scalds 

Epidemiology: Fireandbuminjuriescaused5,000deathsin 1988. Twenty 
percent of fatal bum victims were preschool children. Three out of 4 deaths 
occur in house fires, with the elderly and young children having the greatest risk. 
Other common causes of bums in children involve wood stoves, space heaters, 
electrical appliances, and hot liquids, which can cause scalds. 
Prevention Measures: 

• There should be a report of testing and maintenance of fire extinguishers 
that is available for inspection. Fire extinguishers of the A-B-C type 
should be installed and maintained in good working operation. The size 
and number of fire extinguishers required should be determined by the 
fire inspector. The caregiver staff should demonstrate the ability to 
locate and operate the fire extinguishers at least every 6 months. 

• Afireevacuationprocedurcshouldbeapprovedbythefireinspectorand 
should be posted in each room of the child care program. A record of 
evacuation drills practiced at least monthly should be kept on file. 

• Matches and lighters should be inaccessible to children. Portable 
heaters, open flames, kerosene or gas stoves, and space heaters should 
be prohibited. Electric heaters may be used but only if they are UL 
approved, have protective covering, and are placed at least 3 feet away 
from curtains, papers, and furniture. They should be kept out of contact 
with children. These heaters and fireplaces should be screened securely 
or equipped with protective guards while in use. If fireplaces are used, 
the program should provide evidence of cleaning the chimney at least 
once a year, or as frequently as necessary to prevent excessive buildup 
of combustibles. Children should be protected from sources of heat, 
such as fireplaces and wall or floor heaters, by barriers such as guards 
or other devices. 

• Electrical outlets and fixtures should be installed properly, be main- 
tained in safe condition and repair, and be connected to the source of 
electricity in a manner that meets local electrical codes as certified by 
an electrical code inspector. Electrical outlets accessible to the children 
should be covered with child resistant covers or be of the child-proof 
type. No electrical device or apparatus accessible to children should be 
located so that it could be simultaneously plugged into an electrical 
outletandincontactwithawatersourcesucha3asink,tub,showerarea, 
or swimming pool. Electrical cords (extension and appliance) should 
not be frayed nor overloaded, and should be placed beyond the 
children's reach. 
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• Hot water should be controlled so that its discharge temperature does not 
exceed 110*1^. Hot foods and beverages should be placed out of the reach 
of young children. Caregivers should not consunae hot liquids when 
holding or working with children. Hot liquids should not be placed at 
the edge of a counter or table, or on a tablecloth which could be yanked 
down while holding or working with a child. Pot handles should be 
positioned toward the back of the stove. 

• For minor bums, cool water should be applied to the bum area 
im mediately. The area should be covered with a loose bandage or clean 
cloth. Children should be insLructed to cover, drop, and roll if their 
garments catch fire. Children should also be instructed to crawl under 
smoke when evacuating a fire area. 

Drownings 

Epidemiology: In 1988, there were 5,000 drownings, about 26 percent 
involving children under age 14. Four out of five residential pool drownings 
involved preschool age children. The majority ofpool drownings occur during 
a brief lapse of supervision when the parent or caregiver is distracted by phone 
calls or other chores. 

Prevention Measures: 

• Children should be constantly supervised when playing near any body 
of water, including swimming pools, hot tubs, pails, sinks, or toilets. 
Staff should prohibit dangerous behavior. Children should not be 
permitted to push or hold each other under water or to run at the pool 
side. Adultxhild ratios should be maintained as shown in Table 3. 
Children should be instructed to call for help only in a genuine 
emergency. Because of possible drowning hazard in the bathroom, 
young children under 3 years should be supervised by a caregiver. 

• At least one of the staff caregivers should be trained in life saving, 
cardiopulmonary resuscitation and basic water safety. Written verifi- 
cation of such training should be kept on file. 

• Tricycles, wagons, and other nonwater toys should not be permitted on 
the pool deck. Use of flotation devices should be prohibited. 

• All bodies of water, such as swimming pools, ditches, and fish ponds, 
should be enclosed with a fence which is at least 5 feet high and comes 
within 3 1/2 inches of the ground. Openings in the fence should be no 
greater than 3 1/2 inches to prevent entrapment. The fence should be 
constructed in a manner which discourages climbing. Entrance and exit 
areas should have self-closing, self-locking gates. The child care 
building should not constitute one side of the fence unless there are no 
openings in the wall. Sensors or remote monitors should not be used in 
place of a fence or the proper supervision. Child proof covers may 
substitute for fences as a safety measure if they meet or exceed the 
standards of the American Society for Testing and Materials (ASTM). 
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Table 3 

Recommended Adult:Child Ratios for Swimming 
Activities in the Child-Care Setting 



Similar Deveiopmenta! Level Adults Children 



Infants 1 i 

Toddlers 1 2 

Preschoolers 1 4 

School-Age Children I 6 

Mixed Deveiopmenta! Level Adults Children 



Infants/Toddlers 1 2 

Infants/Toddlers/Preschoolers 1 3 
Infants/Toddlers/Preschoolers 

School-Age Children 1 3 

Infants/Toddlers/School-Age Children 1 4 

Preschoolers/School'Age Children 1 5 



Source: American Public Health Association (In press). 

« When not in use, above-ground pools should be covered with a secured 
cover that does not permit rainwater to accumulate. Each swimming 
pool should be provided with a ring buoy and copeand/ora throwing line 
and a shepherd^s hook. Swimming pools or wading pools should be 
constructed, maintained, ^nd used in accordance with applicable state 
or local regulations and should be regularly inspected by local health 
authorities to assure compliance. Deck areas adjacent to the swimming 
pool should be constructed of or covered with a nonskid surface. 

• Legible safety rules for the use of swimming and wading pools should 
be posted in a conspicuous location, and should be read and reviewed 
monthly by each s*aff member responsible for the supervision of 
children. An emergency plan should be developed and reviewed 
monthly. 

• Small, portable wading pools should not be permitted. In addition to 
safety hazards, these represent a potential risk for the transmission of 
infectious diseases. Bathtubs, water tables, buckets, or pails of water 
should be emptied immediately after use. 

Summary 

A quality child care program must ensure tlic safety of the children in 
attendance and the caregivers working on the premises. Recent studies do not 
indicate that children and caregivers are exposed to unduly h igh risks ''or injury 
and disability. Every effort must be madcy nevertheless, to reduce the potential 
for injury in the child care setting. ..i 
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